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Foreword

The 11th National Meeting of the Public Health Conference on Records
and Statistics excited more than usual interest—an excitement that emanated
from the newness and urgency of some of the topics under discussion. At
the same time, many of the perennial concerns took on added significance
in the light of new developments. Therefore, the National Center for Health
Statistics takes great pleasure in presenting these proceedings in the belief
that the ideas brought out during 5 days of intensive discussion will have endur-
ing value for work on health problems not only in America but also in other
countries. ‘

These proceedings contain in full the formal addresses and papers. The

gist of the discussions and the sense of the meeting for the 12 workshops are
reported in the workshop summaries. The summaries are the joint product

of the respective chairmen and NCHS supporting staff members.
Particular thanks are due the speakers and the workshop directors for

the stimulation and guidance they provided. Grateful acknowledgment is
accorded the NCHS staff for the difficult job of preparing the proceedings
for publication.

Oswald K. Sagen, Ph. D.

Assistant Director

National Center for Health Smtzstzc‘s
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FIRST
GENERAL
SESSION

Call to Order

Dr. Forrest E. Linder, Director, National Center for Health Statistics,
U.S. Public Health Service

I am very happy on this occasion to welcome all of you to this 11th National
Meeting of the Public Health Conference on Records and Statistics.

As is implied by the 11th, this is a group of meetings which has been going
on for a number of years. Each year the interest grows as well as the importance
of the work that the working groups and the plenary sessions do here. I think
the attendance at this particular meeting is the largest that we have ever had and
indicates tremendous interest throughout the country, the capital, and the univer-
sities in the problems which we will be discussing this week.

I have looked over the program in some detail as I assume most of you have
done now. I think that you will see that it is going to be a very good program
and we are going to have a week of profitable and interesting discussions of the
problems with which we are all concerned.

The working sessions and the plenary sessions are directed at problems that
are current in these days. I know that the people who are discussing these prob-
lems at each of the different meetings will assure that there will be a fruitful
outcome.

I expressed to the registrars who were meeting Saturday my feeling that the
winds of change are blowing in the field of vital records and statistics. Things
are certainly in a transitional period. Many things are moving rapidly toward
results which we can just now barely see.

This morning we have several speakers on the program—four speakers, as
a matter of fact—who are intimately and personally concerned with the direction
of change and some of the innovations that are entering our field. We are very
fortunate to get this group of people who are definitely involved with these new
developments in our field.

I want to proceed without delay to hear what these speakers have to tell
us about forthcoming developments in our field of work, so I will introduce our
first speaker.

We are happy to have with us this morning as the keynote speaker to open
our conference Dr. Leo Gehrig, who is Deputy Surgeon General of the Public
Health Service. We are very fortunate to get Dr. Gehrig. It is quite easy to
get the Surgeon General or the Deputy Surgeon General to agree to appear and
talk to us at a meeting of this kind—that is, to get them to agree to appear several
months before they actually have to do it. But the commitments that flood in on
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these officials at this top level are such that very often, while they wish to be with
us, some demanding commitment comes in at a late moment and they are not
able to attend.

I thought this might happen in the case of Dr. Gehrig because he has been
traveling extensively in the past few months. We have seen very little of him
around the Public Health Service. He is involved with some very major and im-
portant problems. But, happily, he is here this morning, and we will be able
to hear the words he can bring us.

Dr. Gehrig is from the University of Minnesota, having obtained his academic
degrees and his medical degree at that institution. He then started his profes-
sional career in the field of thoracic surgery and had a number of important posi-
tions in this field. Then later he was coaxed over into the area of medical
care administration and, I believe about 1957, joined the Public Health Service’s
Bureau of Medical Services.

Fe was with that Bureau for a number of years. In his last position, he was
Chief of the Bureau of Medical Services and was there until November of last
year when he was appointed the Deputy Surgeon General.

In the position of Deputy Surgeon General, he is the Surgeon General in
charge of the Bureau of the Public Health Service in which the National Center
for Health Statistics is located. So we have many relations with him, and he
has many opportunities to aid us in developing our work program.

Without further word, let me present to you Dr. Gehrig who will give us the
keynote word for this meeting.




Keynote Address

Dr. Leo J. Gehrig, Deputy Surgeon General, U.S. Public Health

Service

I know that Dr. Stewart, who is in California this morning, would like very
much to be with you, but I am kind of glad he is gone. It gives me the oppor-
tunity to speak to you.

Certainly in greeting you on behalf of the Surgeon General, I would want you
to be assured that the Public Health Service and the Department of Health, Edu-
cation, and Welfare are greatly interested in these biennial meetings. Let me tell
you why.

The American public health system has its roots in every community, in every
State. Washington may propose, but the country usually disposes. In our think-
ing and planning here in Washington, we do our best to consider the judgments
and purposes of others. But we are keenly aware that the people and the problems
are out there, where you are.

Therefore we depend heavily upon you—in State and local governments, in
voluntary health agencies, professional associations, business groups, and others
who are on the firing line. Federal programs, which help to shape State and local
programs in health, must themselves be shaped by the needs of communities, fam-
ilies, individuals. These needs differ greatly over the stretch of our country.
Therefore a health program must consider national needs, yet be flexible enough
to meet specific community issues.

For this reason it is most important that we plan, execute, and evaluate
programs together.

I use the words “vital information” and so on rather freely. But let me give
you an example, if you will let me use this free interpretation, of one of my earlier
experiences.

I had the opportunity to be in charge of the tuberculosis and chest program
in Alaska while it was still a Territory. I recall someone had established a system
there because we had to hospitalize most patients in the “Lower 48.” This was
a system which provided that each month the physician had to submit a written
record of what the patient was doing and what the future plans were.

I think many physicians looked upon this as purely a requested justification
for the bill that usually accompanied this report. In fact it had many useful pur-
poses from my point of view. It gave us an opportunity to advise families when
surgery was considered; it gave us an opportunity to plan ahead for new admissions
following the discharge of a patient. But I always remember the case of a fellow
by the name of Carl Ericson. I never met the man. He apparently was an old
Scandinavian fisherman. I would guess that he was probably in his early sixties,
and he had had chronic pulmonary tuberculosis over many years and had been
hospitalized in this particular institution in the “Lower 48" for about 4 years.
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He had minimum respiratory capacity. So there really wasn’t much that one
could do for Carl except hospitalize him. Vet his poor physician each month had
to write this report which usually included what his temperature was doing, what
his sed rate was doing, possibly his blood count, what was planned ahead, how he
did during the month, and so on. Obviously Carl just lived from month to month.
He had good chronic tuberculosis with good change. But on this given month I
got a letter. Itsaid “Dear Dr. Gehrig: Hebrews, Chapter 13, Verse 8. Sincerely”
and the doctor signed his name.

Not being too familiar with this reference I got some help, and we looked it
up. It went something like this: “Jesus Christ, the same yesterday, the same
today, and yea, forever.”

He gave me the information, and I think he did a very good evaluation of the
purpose of the report.

I would say this sameness, however, is not exactly what we see in the area of
public health today. This morning, we shall take a look at public health as it is
shaping up today and tomorrow—right now and say over the next 10 years.

I am using the President’s message of March 1 to the Congress on recent health
and education achievements and current goals as a general reference point. More
particularly, I shall use medicare and comprehensive health planning to exemplify
what the immediate future holds for health officials. Our program this morning—
and much of your work during the week—is centered around the health program
that is now before the country.

A considerable part of this program was enacted in 1965. Bills covering
other proposals are now before Congress, and yet other bills will be introduced.
Most important in their near-term impact, of course, are the medicare provisions
of the 1965 Social Security Amendments. Those of you who work with vital rec-
ords are very familiar with one aspect of this program—the proof-of-age regula-
tions associated with these amendments. On July 1—only 12 days from now—
assistance in paying for hospital costs will become available to over 19 million
Americans aged 65 and over. Help in paying for physicians’ and other medical
services also will become available to this group. Later on, the hospital insurance
will include services in extended-care facilities.

These are dramatic developments. What will be the impact of these pro-
found changes on our health system? Will we have enough manpower and
enough facilities to provide these services?

To set these problems in context, it is important to remember that none of
them is new. Not one of them has been created by medicare. We have been
living with shortages or threatened shortages of manpower and facilities for many
years. We have.long recognized the need for upgrading the quality of care and
for assuring equal access to care.

In fact, as the Surgeon General pointed out at the White House Conference
on Medicare last week, the effect of the new legislation has been very positive.
It has brought these longstanding problems into sharp focus. It is hastening
their resolution.

The supply and distribution of hospital facilities in the United States have been
greatly strengthened over the past two decades by the Hill-Burton program, which
has brought hospital service within reach of millions of people for whom it was
once almost inaccessible. This program is moving ahead. In 1965 and 1966,
a total of 60,000 new hospital beds and 90,000 new nursing home beds will be
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added to the national resource. Legislation recommended by the President and
introduced this year is designed to attack on a major scale the problem of obso-
lescence in hospitals—a need which is particularly critical in our larger cities.

In recent months, we have devoted much attention to problems of hospital
occupancy and the probable effect of medicare on occupancy rates. Patients over
65 years of age now use about 25 percent of the Nation’s hospital beds. We
anticipate that medicare may increase by 20 percent the use of hospital beds by
the aged; this is considered a maximum figure. Even taking this high estimate,
the overall increase would only amount to a 5-percent increase in total occupancy.

Average utilization of adult hospital beds across the country ranges between
80 and 85 percent. Thus, for the country as a whole, we would expect that hos-
pitals in general will be able to accommodate the impact of medicare without
experiencing critical problems. There may be localized trouble spots, however.
We have identified some 90 counties, containing less than 3 percent of the total
population, where occupancy rates are normally in excess of 90 percent. In these
areas, where the occupancy situation may be tight, we and our allies in the Ameri-
can Hospital Association and the American Medical Association are urging the
local medical community to encourage interhospital cooperation on admission
policies, orderly scheduling of admissions, establishment of clinical priorities, and
careful utilization review.

Striking progress has been made in the past few months in helping hospitals
attain the standards of care required for certification as providers of medicare
services and in achieving compliance with title VI of the Civil Rights Act—two
essentials for participation in medicare. As we stand today, less than 2 weeks
from the liftoff of the program, we are highly optimistic that hospital benefits will
in fact be available on July 1 for an overwhelming majority of those entitled to
them. This condition will be a great tribute to governmental officials at all Ievels
and to the hospital and medical professions whose determination to make medicare
work has been translated into effective action.

With respect to health manpower supplies, the Congress has enacted three
major pieces of legislation in the past 3 years, all with the vigorous support of the
Administration. These are the Health Professions Educational Assistance Act
of 1963, its amendments in 1965, and the Nurse Training Act of 1964. Another
important bill, the Allied Health Professions Act, is now pending in the Congress.
Partly as a result of this activity, 8 new medical schools will open within the next
2 years and 16 existing schools will increase their training capacity. The 885
additional places thus provided will increase medical school graduations by more
than 10 percent. This program, of course, has a substantially delayed impact
on medical care, since it will be a2 number of years before its products are ready
to assume their full professional responsibilities. Nevertheless, this, together with
similar progress in other health disciplines, is most heartening.

We must continue and strengthen these programs in the years ahead, so that
our capacity to educate health manpower may catch up with the growth in demand
for medical service. We must take steps to attract and retain health personnel.
And there is an urgent need for making more efficient use of the manpower we
have—a. problem that is being approached nationally through such efforts as the
heart disease, cancer and stroke program and locally by hospitals, group practice
associations, and others.
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I shall not go into detail concerning the manpower situation in other health
occupations. Mr. Pond will discuss why we are trying to rethink the functions to
be performed by the various kinds of trained people that collectively make up the
health team—by the professionals, the technicians, and members of the allied
health occupations.

But I would say this. I think this is one of our most important areas, because
today it is recognized by an awful lot of us that highly trained people are being
utilized in ways that are truly wasteful and are carrying out work that could be
done by many others. We must reexamine what we consider to be the preroga-
tives and responsibilities of the more traditional health worker.

This morning Dr. Kelsey will be discussing how the computer and other new
technologies are and can be used in health-related activities, and he will touch
upon their significance in alleviating the manpower shortage.

Someone was mentioning, not long ago, that one of the new hospitals was
built with a nurse’s station with monitoring device, television, interroom com-
munication, and so on. Little Billy was admitted at age 4 for his first hospitaliza-
tion, and his mother left him. It got toward evening, and the nurse in her station
was looking through the television. She noticed Billy was beginning to nod so
she flicked the control and said, “Billy, would you like a glass of milk before you
go to sleep?” He looked up quickly and found there was nobody in the room.

She waited. He didn’t say anything. She said, “Billy, would you like a
glass of milk before you go to sleep?” By that time he recognized where it came
from, and he said, “No, thank you, wall.” I guess everything has two sides.

Moving on to the enlarged challenges which we would have to meet under
comprehensive health planning, let me emphasize that the rapid changes that are
now taking place heap enlarged responsibilities on health planners, administra-
tors, and evaluators. These changes make it much more important that they
receive timely, factual information related to their needs and that they use that
information. Obviously, the statistician grows in importance, since he produces
so much of the massive information that constitutes the foundation of the public
health structure.

You know, of course, that there is a manpower shortage in vital and health
statistics, as well as among people competent to maintain the vital records that
are so important for evidentiary purposes and as sources of fundamental demo-
graphic and health data. I am told that half the directors of vital statistics will
have vacated their positions in the next 10 years. On the statistical side, the 14
schools of public health which were then accredited by the American Public
Health Association graduated 147 statisticians during 1961-64, a, rate of 37 per
year. Some of these graduates took employment outside the United States.
Clearly, many more, drawn from many sources, will be needed to replenish the
country’s estimated total of about 2,000 health statisticians.

The need for health statisticians exists at local, as well as State and Federal,
levels. City health departments increased from 265 to 354 between 1957 and
1964, while single-county health departments increased from 787 to 927. Such
Iocal jurisdictions are bound to need more health personnel, including statisticians.

So much for the immediate future, with its present needs and impending
responsibilities. What about tomorrow?

Legislation, entitled the “Comprehensive Health Planning and Public
Health Services Amendments of 1966,” was introduced on March 2 which would
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bring about a fundamental change in Federal-State-local relations in the health
sphere. The scope of the proposed act is indicated by its opening “Findings and
Declaration of Purpose”:

The Congress declares that fulfillment of our national purpose
depends on promoting and assuring the highest level of health attainable
for every person, in an environment which contributes positively to health-
ful individual and family living; that attainment of this goal depends on
an effective partnership, involving close intergovernmental collaboration,
official and voluntary efforts, and participation of individuals and organi-
zations; and that Federal financial assistance must be directed to support
the marshaling of all health resources—national, State, and local—to
assure comprehensive health services of high quality for every person.

As T stated in testimony concerning this proposal, public health programs
should find “the ultimate focus . . . in the local communities where services and
people meet.” There, I continued, we should concentrate “on the people of the
community, not on disease entities.” We should continue our attacks on the
diseases that afflict people, but should not compartmentalize our approach by
setting up relatively small, earmarked, categorical grants having limited objec-
tives. Not competition, but cooperation should be encouraged in the interest of
using health funds effectively.

Categorical grant programs have done much to strengthen State and local
health competency in fields of increasing priority. But this progress has been
achieved at the cost of flexibility in developing broadly conceived programs
tailored to community needs. The comprehensive health planning bill would
fundamentally alter the relationship among health programs. To participate
in its benefits, each State would designate a responsible health planning agency
and develop an advisory group representing State and local agencies, nongovern-
mental organizations and groups concerned with health, and consumers of health
services. 'This council would help to assure that the administration of health
programs is responsive to need.

Some have called this proposal the “partnership-for-health bill.” It moves
a great distance toward realizing the concept of cooperative Federal, State, local,
and private effort that for so long has been a primary goal of the country’s public
health movement. State and local governments would have enlarged responsi-
bilities, as the following statement in the bill makes clear:

. . . the Congress finds comprehensive planning for health serv-
ices, health manpower, and health facilities is essential at every level of
government; that desirable administration requires strengthening the lead-
ership and capacities of State health agencies; and that support of health

service provided in their communities should be broadened and made more
flexible.

An interesting feature of the bill is its provision allowing assignment of per-
sonnel for periods of up to 2 years in either direction between States and the De-
partment of Health, Education, and Welfare, with full protection of salaries and
benefits. This arrangement closely follows provisions in the Elementary and
Secondary Education Act of 1965. I think this would provide for an increas-
ingly productive cross-fertilization of thinking by permitting both Federal people
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in State Governments and State people in the Federal Government, on limited
tours of duty.

The cooperation between all levels of government—a cooperation that in-
cludes the public—constitutes an example of that “creative Federalism” tc which
President Johnson has frequently referred over the last 2 years.

* Another development of this eventful year has been the submission by the
President of Reorganization Plan No. 3 of 1966, which would authorize reorgani-
zation of the Public Health Service. This plan was transmitted to Congress on
April 25. It will become effective before the end of this week, if no formal
objection is raised by either the Senate or the House of Representatives. The
plan gives to the Secretary of the Department the authority to reorganize the
Service and to coordinate health functions throughout the Department, now
and in the future. It thus provides the same kind of flexibility in Federal health
administration that is the objective of the partnership-for-health bill at the State
level.

Thus, the entire complex of public health and medicine is in a period of
explosive growth and dynamic change. We are responding to greatly increased
demands for service. Part of our response is to expand our existing resources—
in terms of manpower, facilities, and knowledge—and to develop new resources.
Another part is to devise new patterns of operation and collaboration to make
more effective use of the resources we have.

The keynote of many of our new activities is planning—envisioning goals,
determining intermediate objectives, trying out methods of achieving them, and
keeping flexible enough to redirect our efforts as circumstances may require.
And for planning to be meaningful, in health as in all other enterprises, it must rest
upon a solid base of information.

Therefore, it seems to me that we have entered an era of tremendous chal-
lenge to health statisticians. Yours are the skills that can tell us where we stand,
where the needs are, where we are progressing, where we need to do better. With-
out a constant flow of reliable data, designed, collected, and interpreted with maxi-
mum relevance to program need, we are planning and operating in a vacuum,
and in this day and age we can ill afford to be flying blind.

As a matter of fact, there was a psychiatrist who, I think, was experiencing
all of the frustrations of flying blind with a young patient named Reginald. Regi-
nald would not eat. His parents became concerned and dragged him into the
psychiatrist’s office. The psychiatrist had to do something with the kid right now.
He didn’t know too much about him. His first effort was to offer him a choice of
goodies to eat. The kid kept screaming and refused everything. Finally he said
in frustration, “What do you want?” Reginald said, “Worms.” The psychiatrist
turned to his nurse and said, “Get him some worms.” In a few moments, the
nurse came in with a plate of worms.

Reginald took one look and screamed again. The psychiatrist said, “What
is the matter?” He said, “I like them fried.” The psychiatrist told the nurse,
“Fry them.”

The next thing, she came back with a plate of fried worms. Reginald
screamed again. “What is the matter now?” Reginald said, “I only want one
worm.” The psychiatrist said, “Okay, bring back one worm on a plate.”

The nurse brought back one worm. He looked and screamed again. The
psychiatrist said, “What now?” Reginald said, “I want you to eat half first.” The
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psychiatrist screwed up all his courage, picked up the worm, and took half. He
put the rest back on the plate and offered it to Reginald.

He screamed again. The psychiatrist said, “What now?”’ Reginald said,
“You ate my half.”

We need a basis in fact, and I think it is important that the statistician be
in close and constant communication with the highest levels in which planning
takes place, State by State, locality by locality. It is important that you and your
profession be innovators in the design of your work, anticipating needs and de-
veloping the means of fulfilling them. I think that future health services require
of statisticians, as they do of physicians, health administrators, and others, that
courage and the imagination to examine traditional ways of doing things, to dis-
card those which no longer serve efficiently in the new context, and to explore new
ways that promise a better yield.

We in the Public Health Service wish you a most productive meeting, and
we look forward to many more years of close collaboration with you individually
and with your organization.

Dr. Lvper. Thank you very much, Dr. Gehrig. I think you can see what
is confronting us when I speak of the fact that winds of change are blowing.

Dr. Gehrig has certainly outlined many of the things that are now imminent
in the developing change in the pattern of work that we are engaged in and th-
new things that may be coming.

Dr. Gehrig tells me that, unhappily, he will not be able to stay with us through-
out the morning program because he has to get back to that desk and see wha
bas been accumulating over the weekend. We are glad to have him here as long
as he can stay, with the understanding that perhaps he will have to slip out a
little later in the morning.

I think we should pay particular attention to what he said about planning.
Planning certainly is the coming thing in public health, and it is certainly the one
thing which is going to make a real important impact on the activities of the health
statistician, the registrar, and the health statistics organizations in the Public
Health Service and in all the public health units throughout the country.

While there are many new directions of development in public health statis-
tics, I think that all of us are fully aware that the roots of our profession and the
roots of our interest go back many years and are really based in the vital statistics
system and in the vital records on which these statistics are based.

But this traditional area for our work, this area in which our whole profes-
sion was in fact born, is not a static area either. There are changes and develop-
ments in the vital statistics field which are important and which have wide-
ranging scope. '

This morning Dr. Wishik, who is associate dean for academic affairs and
professor of maternal and child health at the Graduate School of Public Health,
University of Pittsburgh, will develop for us some explorations in vital statistics
in the modern setting.

We know that he will be able to point out to us some of the ways in which
this most fundamental area of our work is now beginning to be changed and to be
developed under the impact of modern health programs, modern techniques, and
modern interests.
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Explorations 1in Vital Statistics
1in the Modern Scene

Dr. Samuel M. Wishik, Associate Dean for Academic Affairs, Gradu-
ate School of Public Health, University of Pittsburgh

As a nonstatistician, speaking to this audience of experts, I should like to
make a point that the word “explorations” in the title of my talk does not make me
an explorer. The difference is that an explorer is supposed to go into uncharted
areas, whereas explorations can be made by the person himself who just happens
not to have been there before. '

I am not claiming to be an intrepid explorer. On the contrary, I am making
these explorations with much trepidation. So I ask you not to infer essential
newness in the ideas that I shall present. I do hope that you will feel that I have
selected items from a large list of possibilities, not necessarily because of newness
but because they do have a high level of interest and perhaps also challenge.

I shall try to present my remarks in two portions, first the content of viial
statistics, and secondly the techniques or fechnology involved. I shall organize
the material on content around four concepts: the concepts of a gradient, of spec-
ificity, of equivalence, and of dynamism.

CONTENT OF VITAL STATISTICS

A Gradient

The first one, the concept of a gradient, is the one which long ago caused
emphasis to be changed from a focus on mortality to a concern for the amount of
morbidity. For example, a term long in use is the case-fatality rate, not merely
the deaths but the total number of cases of typhoid fever.

Then in the past decade and longer, attention has been shifting from severe
morbidity to minor morbidity, not satisfied with the clear diagnosis of typhoid
but recognizing the mild salmonella group and also having to look at any case of
diarrhea as having possible relevance.

From minor morbidity which usually still called for a specific diagnosis or
syndrome, we now feel the necessity of moving into vaguer collections of symp-
toms. For example, it is well known that congenital malformation can be pro-
duced by a very mild attack of German measles. And it is warranted to assume
that very mild attacks of other, as yet unnamed, syndromes may cause severe con-
genital malformations in the fetus. Unless attention-is focused on symptoms
rather than defined syndromes, one may miss some of the possibilities.
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There is still another step to take and that is into the prodromal events, the
things that are almost symptoms or what I like to call the “near misses.” For
example, in the pathogenesis of accidents, there may be no basic distinction be-
tween the child who is poisoned by taking medicine out of his grandmother’s purse
and the child who is about to remove the medicine and is stopped just in time.
In a sense, the latter, too, may be part of the true case fatality rate.

There is a natural gradient from the norm to death, because nature abhors
a vacuum; and I think statisticians do, too. Unless we look at the entire range
of this gradient, we do not have the full denominator and may not have the
denominator that is needed for prevention.

For example, the possible unfavorable outcomes of pregnancy can be more
or less ranked from complete infertility at the bottom of a hypothetical ladder,
through early interruptions of pregnancy, up through later interruptions, and so
on. Itishoped that improved prenatal care will move the outcome up the ladder.
But there is no assurance that it will move to the top of the ladder, which is normal
survival. It may move from one rung only to the next higher one. An imper-
ceptible unfavorable outcome, such as a very early unrecognized spontaneous abor-
tion, could become an identifiable casualty. Paradoxically, the improvement of
prenatal care might worsen the statistics.

In order to have the complete picture of the gradient, the next step—the one
that statisticians have also given attention to—is the question of positive health, the
meaning of wellness. For some years, I have been working with a set of scales
along six or seven parameters. This gives combinations of values rather than a
single number. This profile of connecting points on the scales gives implications
concerning health status in a physical sense or a nonphysical sense. There are few
statistical methods at the present time for studying such profiles. Perhaps the
mathematics of completely irregular forms may help.

Some time ago, I tried to study the spontaneous movements of newborn
babies to see if, in three dimensions, we could learn something about neurologic
patterns and possible cerebral abnormality. The mathematicians could not help
us to analyze our observations. Just this past week I learned that choreographers,
who put the designs of their dances down on paper so that someone else can repli-
cate them, are beginning to look at mathematics and the computers to try to
write their choreography in more exactly reproducible form.

Specificity

By talking this way about my first concept of a gradient, I think you can see
that I have eliminated much of the distinction that might have existed between
vital statistics and health statistics. My second concept is the one of specificity.
More specific or cruder types of indexes can be used.  For each purpose, there may
be an optimum point along the crude-to-specific parameter.

For example, working in Pakistan on a population problem, we were trying
to develop indexes for measuring the effectiveness of a family planning program
in lowering the birth rate. In sample household surveys, the crudest index
would be the number of births that had occurred over the total number of house-
holds. 1If there is a reasonably consistent average number of women who are
eligible to have births in a household, this crude index may be sufficient.

On the other hand, one could range from there through several steps of
increasing refinement until one arrived at the specific index of the number of
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high-order births among the number of high-parity women. In Pakistan, we
were not quite sure, and still are not, at which optimum point the investment
would give the highest returns.

The more specific index is not necessarily better. Sometimes there may
be great value in crude approaches. A system of #riage, which the U.S. Army
used, is one that we might use more than we do. The data or population would
be divided into definitely “yes,” definitely “no,” and others. This would give
clues to program priorities. The definitely “yes” permits focus on the high
risk, vulnerable, or more susceptible ones. The category of “other,” not definitely
“yes” or not definitely “no,” tells us where still to look, where to be less intensive
but still alert.

Another less specific step than the triage is the concept of the threshold, where
it becomes merely a matter of yes or no, above or below. For example, if one
merely measures all interrupted pregnancies without a finer breakdown as to dura-
tion of gestation, this would be an acceptance of the threshold concept.

Nevertheless, it may be that the desirable objective is to move toward the
ultimate goal of the highest possible specificity of completeness. If so, how can
this be done? This conference is giving attention this week to the registration
areas for divorces and marriages, which still have not completely covered this
country.

The registration area concept can be developed for many other things in
the years ahead. Beyond establishing minimum criteria for joining the registra-
tion area, how to develop adjustment coefficients for incompleteness in the area
is a major challenge. For example, with respect to unreported fetal deaths in
hospitals, sample studies of all hospital admissions aim at learning the total extent
of fetal deaths.

'The third step in this extension of the registration area concept is to establish
preregistration adjustment coefficients in regions that have not yet joined the
registration area. The objective of these last two steps is to look into the future,
as Dr. Gehrig suggested, and see if the present inadequate data can in some way
be placed along a continuum together with the more complete data that one
hopes some day in the future to be able to obtain.

Adaptations and modifications of data in forms other than registration areas
constitute another alternative. A well-known example that is particularly fitting
in the international field is the method of trying to find gross clues to causes of
death in other ways than through routine reporting of all deaths. Through
nonmedical reporting on the nature of the death, the person who died with severe
fulminating diarrhea is labeled cholera, the one who died with high fever and
chills is labeled malaria, and the person who died with severe cough and spitting
of blood is labeled tuberculosis. For many purposes, this might not be too far
off from data that would have been obtained by medical reporting in such parts
of the world.

I do not have time here to talk about geographic specificity, but this in itself
is also a challenge. A commonly used unit in urban surveys is the city block.
But is a city block the most logical and homogeneous unit? This assumes that
the people on all four sides of the rectangle are related to each other across the
back fences, whereas it is much more likely that they relate to each other across
both sides of a street. Even this may be true only on side streets. One side
of the boulevard is far removed from the other by streams of traffic. And per-
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haps with the development of the four-way stoplight, with the all-walk-all-red
sign, it may be the intersection that is the most appropriate place for focusing the
geographic unit.

Equivalence

My third concept is that of equivalence, which is another word for the
weighting of factors. With respect to mortality of premature babies, for example,
the survival chances are most closely related to birth weight. Adjusting hospital
statistics with values based on survival chances among small prematures as com-
pared with large prematures would give more meaningful comparability in time
and place. The method is also applicable to evaluation of program effective-
ness. For example, if there had been different rates of acceptance of immuni-
zation according to certain characteristics of the population, a campaign would
get more “credit” for successful smallpox vaccinations among the more resistant
groups than among the less difficult ones.

Dynamism

The fourth concept I have called dynamism, which focuses on mobility or
movement and is not in a judgmental sense the noun of the word “dynamic.”
I can use as an example of this the problem of taking a pregnancy life history.
With allowances for the notorious inaccuracy of the woman’s recall in retrospective
interviews, included in the pregnancy life history are such factors as parity, spac-

- ing, age, complications, and others. These factors have been studied in progres-
sive degrees of sophistication: first, the single factor, whether it is parity or age
alone related to mortality; second, the combination of factors, age plus parity; and
third, the classification by groups of factors in a somewhat different way.

For example, if five women each had had four pregnancies, there could be
at least five different patterns to their pregnancy history, as follows:

One woman had her births between the ages of 20 and 35 and fairly equally
spaced. This woman, we might say, had a reasonable starting age for her
pregnancies, regular spacing, and early completion.

The second woman had her four children between the ages of 20 and 26.
She had a reasonable starting age, close spacing, and early completion.

The third had her four children between 15 and 20. She had a very early
starting age, very close spacing, and very early completion of childbearing.

The fourth woman had her four children between 35 and 45. She had a
late starting age, close spacing, and late completion.

The last woman in my hypothetical series had her four children between the
ages of 20 and 45. She had a reasonable starting age, wide spacing, and very
late completion.

We have to develop new mathematical systems to handle data on such differ-
ent patterns. 'The stochastic model is one technique that is being used.

The reason I use the word “dynamism” is to try to remind ourselves that
it is not merely the last previous “episode” in a history that we are interested in—
such as the experience of the last previous pregnancy; or, if you are studying
population mobility, the last place of residence; or, if you are studying marriage
and divorce, it is not merely the last marriage—but the life history of each one of
these things in patterns of number of episodes, durations, intervals, age, and so
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forth., This concept puts study populations into cohorts and presents another
challenge to improve longitudinal types of analysis.

TECHNOLOGY

I shall say a few words about technique—perhaps the more appropriate word
is technology, the application of newer technology to vital and health statistics.

One of the concepts of technique that I would like to emphasize is that of
surveillance. A health officer, for example, could select two maternity hospitals
and ask them to keep reporting on congenital malformations, just such a system
as the Pan American Health Organization is trying to organize throughout the
Americas. A health officer could have several active private practitioners report
regularly on the “disease of the week,” and he would quickly recognize that there
are diseases of the week that go through his community. The surveillance system
assumes the establishment of statistical thresholds of “acceptable” levels of acci-
dents, poisoning, or the diseases that are being monitored. The idea of surveil-
lance is not new. Very few places, however, are practicing it in a statistically
sound manner.

We have given the best technology that we know how to the computerized
analysis of data; whereas, in many ways in the collection of the data in the first
place we are still in a horse-and-buggy era. Concentrated effort must aim to
introduce technology into data collection, over and beyond simple old fashioned
interviews, whether by telephone, or by mail, or personally.

For example, in studies on pregnancy, we recognized the inadequacies of the
usual monthly recall of the woman’s experiences during her prenatal period and
established a maximum acceptable recall period of 1 day. This required inter-
viewing the woman every 24 hours. For this, we had to devise a question-asking
instrument which we put into her home. She answered the questions each day.
If she did not answer promptly, the instrument moved the paper so that there was
a blank, with no chance of her reporting delayed recall data. Such a device per-
mits moving the data quickly from the respondent to the computer.

For some years, we have tried unsuccessfully to have a central telephone
receiver which receives data from the respondents if they have the right kind of
attachment to their telephone. But I do not think it will be very long before there
will be “instant data” by the combination of such devices, the universal birth
number, and various types of record linkage.

I would like to add just one more suggestion on technology, and this is that of
dynamic visualization. A good many years ago I tried to encourage epidemiolo-
gists who were studying urban epidemics to set up their maps of a city with pin-
points of the new cases each day or week, photograph the maps in time sequence,
and then put them onto motion picture film to see if we could visually identify ame-
boid or other movements of the epidemic which could not be analyzed mathe-
matically or captured in any other way.

Now we can be much more sophisticated than that. We can use the com-
puter to give us visual flow. Just as Times Square in New York has those big
electric signs with all kinds of moving figures on them, we ought to be able to com-
puterize our data so that we can sit in front of a viewing screen, see motion, and in
this way draw dynamic meaning from the material.
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Such a technique could measure many things. For example, in trying to
motivate a community or a society to a changed practice, we recognize that you do
not have to reach everyone—you do not have to reach 100 percent of them—but
you utilize “diffusion.” Those whom you reach spread the word to others. But
we do not know where the diffusion lines are. We do not know how to make the
seeding of the community so strategic that the most effective lines of diffusion will
be followed.

In the United States, it is paradoxical that despite the most advanced technol-
ogy there is need for adaptations which may be very similar to those that are nat-

urally called upon in underdeveloped parts of the world. We have complete regis-
" tration areas for some things, but for others this country is still an incomplete or
underdeveloped registration area.

Some of these concepts that I have given you are obviously ready for appli-
cation; some of them are matters for research. I shall not try to distinguish be-
tween them, but let you decide how you are using them and how you might do so.

Dr. Livper. I believe, Professor Wishik, that I would express the opinion of
this audience if we were to bestow upon you the title of “explorer” and not merely
one who indulges in exploration.

We might even think it appropriate to associate you as an explorer with Proj-
ect Mohole, which I believe is the proper name of the project that is under develop-
ment for drilling a hole many thousands of feet down into the earth’s crust. I think
we might associate you with this project, because your explorations have not been
just surface observations but have been comments in depth. You touched upon
fundamental concepts and fundamental principles that are indeed very profound
in representing what we should do in the field of vital and health statistics.

Another area for exploration and adventure is opening up in the field of scien-
tific information systems. Here, when we talk about scientific information or
scientific communication, we are not talking about public relations systems in the
conventional meaning of those words; but we are talking about the question of how
the enormous quantity of scientific information which has developed in the research
programs of the health fraternity is effectively communicated to people who are
not immediately concerned with each individual project. And this question of
scientific communication has become so important and so demanding of a solution,
if we are to gain the full product from the investment that is being made in re-
search, that the Surgeon General has appointed Dr. Kelsey as a special assistant to
his office to explore the problems and to encourage programs and practices which
relate to the exchange of scientific information.

We have Dr. F. Ellis Kelsey with us this morning to tell us something of this
program of scientific information systems and, particularly, how it relates to health
statistics as a part of that program.
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Information Systems for
Tomorrow’s Health Programs

Dr. F. Ellis Kelsey,* Special Assistant to the Surgeon General for
Scientific Information, U.S. Public Health Service :

The general theme of this opening session is “Today and Tomorrow in
Public Health.” My topic was given to me as “Information Systems for Tomor-
row’s Health Programs.”

One particular aspect of this seems to bubble up at every discussion. I
refer to the need for information about what is happening, medically speaking,
to individuals or to particular groups of individuals—those who smoke, those who
use prenatal care services, those who are over 65, and so on. In theory at
least, full use of modern methods of handling information should make possible a
kind of health intelligence system, or continuing health census, which would allow
for getting answers to these kinds of questions, answers which are vital for effiicient
health systems planning and development as well as for good personal health
services.

. As Dr. Gehrig emphasized, health care services, facilities, resources, and
personnel are all in short supply today. Three action courses suggest themselves:

1. Reduce the demand for health services by promoting good health through
preventive medicine and earlier diagnosis.

2. Duplicate and reduplicate the kinds of facilities and resources, including
personnel, that we have today.

3. Finally, increase the effective supply of health services by figuring out more
efficient ways and means for using the available facilities and resources
through increased productivity.

All three action courses must be pursued to the limit if we are to match
demand with supply. But it is the third, increased productivity, that I com-
mend for your attention today. Visualize, if you will, the kind of an information.
collection or bank I mentioned a moment ago—a total information bank, con-
taining the vital statistics and previous medical history of all U.S. residents, in
full detail, and with a capability, almost certainly computer-based, for answer-

ing both general and specific questions reliably, fully, and promptly.
Such a national resource would have three major kinds of benefits. It

would:

*Deceased, November 15, 1966.
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1. Provide a kind of research tool for uncovering new patterns of events. Such
is now possible only by setting up very expensive ad hoc surveys, and we
usually seem to forget to collect data on what later turns out to be a
critical parameter.

2. Permit better medical care through more informed judgmerts of physicians
as they are confronted with the problem-solving situation each patient
represents.

3. Provide selectively the precise factual information needed by all professional
health workers to help them learn to solve each of their workaday prob-
lems. Thus, a sufficient medical information system would give us a
truly effective device for undergraduate, graduate, and continuing edu-
cation for all of the health professions.

I referred to this information file as 2 bank. With this, as with all banks,
we can get out only what we putin it. And so we come to the first trap.

This next section of my presentation might be entitled “The Payoff Func-
tion” or “What’sin It for Me?”

The acronym GIGO—garbage-in-garbage-out—is a short phrase to remind
us that computers are not data-purifiers but only idiots which remember every-
thing, even wrong things. And so we must consider the counterfeit currency
that will be deposited in the bank.

Reliable, adequate, and prompt input and how to accomplish it. Here we
can learn a lesson from the Social Security Administration. Its system depends
heavily on fast death notices. Otherwise, the benefit checks continue to be issued;
and checks once issued are likely to be cashed. But the Nation’s undertakers—or
rather morticians—are very prompt to notify the SSA of individual deaths.
Their burial fees are often at stake. This is their payoff.

Health information system inputs. The patient has an obvious stake in
having his personal health history always accessible to his physician, including
his physician-of-the-moment. The physician has an obvious stake in having
a reliable and substantial record of his patient’s medical history rapidly available
to help him in his diagnosis and choice of therapy decisionmaking. The hospital
has an obvious stake in having a good medical record system for its patients, both
for more efficient individual patient care and as a source of summary statistics
about what is going on in that hospital. The Government—Federal, State, and
local—has an obvious stake in quick reliable analyses of the state of disease and
the quality, quantity, and use of medical care systems, facilities, and resources,
including personnel. It is a much more obvious stake as a result of recent con-
gressional acceptance of public responsibility for seeing to it that, altogether, our
health care systems meet the continually rising expectations of all of the public.
Thus, there are payoff benefits for all concerned.

I mentioned earlier that such a national health data bank would almost
certainly be computer-based. This next section might well be entitled “Render
Unto Caesar That Which Is Caesar’s” or “Let’s Exploit Machines Rather Than
People,” the use of machines in place of muscular energy, both animal and
human.

The information revolution in which we now find ourselves may well have
a greater impact on human affairs—and human satisfactions—than the Indus-
trial Revolution. Modern information technology is the invention that has given
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rise to a host of new necessities, including the general demand for better health
care and for Letter health information systems. We hear, more and more often,
plaintive and highly derogatory comparisons between our health information
systems and the airlines’ ticket reservation system or the Internal Revenue Serv-
ice’s uncanny ability to keep track of our income.

Automation of various parts of our health care and health information
systems is now old hat. You are familiar, I am sure, with many of these. As
one example, the National Library of Medicine has begun to apply these modern
tools for the production of Index Medicus and for its biweekly Current Catalog.
These applications are important in themselves, but they are even more important
because of the new literature searching services that the automated file of de-
scriptors and bibliographic data make possible. From here it is a relatively short
step to highly personalized search services which will have the effect of a very
large number of personal servant librarians searching through the literature for
you and bringing you just the right articles, reports, and reviews.

The Food and Drug Administration is well along the road to providing a
computer-based mechanism for the rapid exposure of new information about
drug hazards through its adverse drug reaction reporting program. The major
problem remaining here is the quality, and nonrepresentativeness, of the input
data.

The Kaiser-Permanente group offers concrete evidences of both economic
and technical feasibility for the systematic automation of medical information
handling. Briefly, this is based on a facility for gathering a wide variety of medi-
cal data from individual medical outpatients, before they ever see the physician.
Automation is heavily relied on, not only to decrease costs but also, since a goodly
part of the examination is on-line with the computer, to direct certain modifica-
tions in the routine of the examinations according to the results being obtained.
The computer is also used to prepare a succinct, readable report to the physician
the first time he is confronted with the patient. As a result, the physician time
required for each patient is only 15 minutes and no followup appointment is nec-
essary with half of the patients. In addition, the computer is so instructed that
it flags those clear and present medical conditions which require immediate at-
tendance by the physician.

This system is providing for the accumulation of very large amounts of
personal medical data on over 40,000 individuals each year. A carefully struc-
tured 10-year evaluation program is now in its second year. We can look forward
with confidence to substantive answers to many pertinent questions of a cost-
benefit nature, answers which will take the place of the present guesses or hopes
we are now forced to resort to in medical care systems planning and designing.

The automated hospital information system developed at the Children’s
Hospital of Akron, Ohio, offers evidences now that automation costs for hospital
information systems can be controlled. The Massachusetts General Hospital
project is impressive in a technical sense. We have, in fact, remote consoles for
both input and output, on-line systems for simultaneous access to the computer
by many users, optical readers, and photocomposition devices, along with some
very sophisticated computer instruction programs. In addition to the applica-
tions I have mentioned, there are many other such projects underway; each has
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its own special accent, but altogether they offer an impressive glimmering of the
future.

These glimmerings are not going unnoticed. The President has made clear
charge to the Department of Health, Education, and Welfare for the full-scale
development of new technology, systems, and concepts in the provision of health
services.

The Report of the National Commission on Technology, Automation, and
Economic Progress said:

The tasks that lie ahead include not only the implementation of the
programs recently passed, but a broader effort to achieve the following
goals: (1) fuller access to diagnostic and patient care facilities by all
groups in the population; (2) broader and bolder use of the computer
and other new health technologies; (3) increased spread and use of
health statistics, information, and indices; and (4) new programs for
training health manpower.

So far I have outlined the heart of a total health information system, men-
tioned some of the projects which are developing a deeper understanding of the
component subsystems, listed some of the kinds of benefits that will come from
such a total system, and indicated the general intent to push ahead in this
important area.

Now, we come to a section that might be called “How Do We Get From
Here to There?” Two roadways seem to be open to the Public Health Service.
The first of these is to continue to support Research and Development projects
and programs in information handling that originate from the need to do some-
thing about a particular situation, to help us cope with an immediate problem.
Examples of these might be cited: “What are we going to do with this pile of
medical records?” “How can we keep down the costs in our hospital or, at least,
keep them from rising so fast?” “What can we do about the underutilization of
these health facilities?” “How can we reduce the paper work for our nurses?”
“How can we reduce medication errors in this hospital?” “What is the real need
for more intensive care units in this locality?”

For the most part these represent short-term decisions in that they involve the
more efficient allocation of existing resources or, at best, the making of marginal
changes in them. Eventually, solutions to these kinds of problems will result in
an efficient overall system; in the language of operations research or systems anal-
ysis, this is the optimization of subsystems approach. We can quite easily con-
tinue to support the development and wider use of the Kaiser-Permanente kind
of automation and hope to gain, ultimately, the larger benefits that can come
from hooking these subsystems together.

The second roadway to the future is to hook together now the present medi-
cal data banks of vital statistics and add personal health histories in depth. Thus,
we could construct the heart of a total health information system and get the
answers we need-—reliably, fully, and quickly.

Costs, in time and in money, would be substantial. A preliminary concep-
tual analysis and system design, with certain arbitrary but reasonable assumptions
and constraints and considered for a 10-year phasing period each year, would
include amortization of setup costs and the cost of obtaining and coding a core
medical history for the entire population.
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A preliminary study, now in process, is beginning to structure an outline of
the major benefits to be expected from a total system. Briefly, these include:

1. Timely statistical analyses and reviews which would have an important bear-
ing on epidemiological warnings.

2. Early warnings on the adverse effects of drug therapy and identification of
favorable therapies. The computer would compare the proposed therapy
with the statistical successes and dangers of alternative therapies. Several
or many therapies could be compared.

3. Furthering the progress of a computer-aided, diagnostic capability, providing
the physician with the most up-to-date summation of medical information,
both new and old.

4. A vital resource for a superior advisory service to each physician, including a
drug advisory service. Information would be provided in a rapid man-
ner, using latest computer advances.

5. A controlled refinement of the statistical validity and comprehensiveness of
data used for testing new drugs.

6. A timely and reliable fund of comprehensive data for many other areas of
research.

7. The application of the ultimate test of any health care system, facility, surgical
procedure, drug, preventive care, or other function. That test requires
the timely and reliable answer to the question, “How did it affect the pa-
tient, the individual?” 'To apply this measurement, on a nationwide
basis, some sort of national health data bank is essential.

But, again, how would we get from here to there, along this second road-
way to the future? Characteristically, the truly big systems development differs
from the ordinary situations in the size of possible mistakes and the consequences
of poor planning.

All of which reminds me of my favorite computer story—the one where the
observer, having observed a computer in action, said, “It would take 100 men
a thousand years to make that big a mistake.”

However, a step-by-step approach may be possible, at least in the planning
and testing phases. We have the framework for the system now in our vital sta-
tistics collections. We can add slowly to this such kinds of information about
each U.S. resident as can be justified in and of themselves, for thought-through
purposes only. Experiences at Tulane, to emphasize this point, clearly identify
situations where clinical history and physical examination data sit unused even
though they be highly available.

Even before this growth-by-accretion is undertaken, I suspect there would
be great profit in a more intensive application of modern methods for statewide
or nationwide collections of plain old vital statistics, for learning from and perhaps
sharing with the SSA data system. I am not sure, however, that the actual imple-
mentation of these various improvements should be step by step. Certainly the
planning must be. But the setting-up costs for each step toward a large system
may prove to be too high unless they can be proportioned against multiple benefits.
We can take no little steps, nor can we take long jumps without planning and
practice.
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But for purely scientific and medical reasons, a computer-based file of the
medical records of all U.S. residents is, I think, inevitable. The question is not
shall we have it or even when, but how.

To repeat, very big systems, such as the one described here, can come into
being by hooking well-developed smaller subsystems together or by setting up a
single big system of low capability and gradually extending its depth of operation.
This second, big-system-first roadway to the future has the advantages and disad-
vantages that usually accompany long-range decisions, those that call for a dis-
crete jump in getting from here to there in developing resources and systems to
cope with tomorrow’s problems.  But this long-range approach tends to give shape
to the future, as opposed to just responding to it. Further, it requires a high
degree of both expressive and instrumental leadership, a phrase which, I hope,
will describe the Public Health Service with increasing aptness in the years which
lie ahead.

In conclusion, I will list three means by which we might expect to bring
about improvements in our systems for handling the country’s vital and health
statistics. Foremost among these is an effort to increase the range of usefulness
of vital and health statistics. This is another way of expressing the need to focus
more sharply on the payoff functions.

Second are the opportunities that lie before us if we can draw on and build
on the data collections and experiences of the SSA systems and those of certain
other Government agencies.

Finally, it seems probable that a centralized but distributed system, founded
on an interconnected series of 50 statewide files, would be the most practical solu-
tion of the organization, responsibility, and authority problems. Standardization
complexities remain with us, of course. These may have been overemphasized;
I am told of new approaches to the electronic handling of data which may let us,
increasingly in the future, render unto the machine that which is the machine’s,
releasing much of our skilled professionals’ time for those things that only they can
do. Thisis, potentially, the biggest payoff function of all.

The last sad admission or confession: Scientific information technology is
unfortunately not the whole story. We must pay more attention to the trap which
is best exemplified by the remark of the farmer when he was offered new informa-
tion about farming by the county agent. He said, “Heck, I ain’t farming half as
good as I know how to now.”

Dr. LivpEr. It may be, Dr. Kelsey, that we are not farming as good as we
already know how to farm. But in spite of that, we are going to get more infor-
mation out of our computers on what to do about it.

In your remarks you have touched upon a whole range of computer prob-
lems, and I think the people here have noticed that we have a workshop on auto-
matic data processing through which we are going to work a little more on some
of these same types of questions.

Over the years I have had many types of contact with the problems of data
processing, and I have noticed some people have a knack for data processing; some
people do not. It has always seemed to me that this ability to cope with data proc-
essing problems is something of an art; but I feel that if we really work on it, this
art of data processing can be made into a science of data processing. And I have
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been waiting for some leader to come along who can express the basic elements of
these processes and convert the elements of this art to a science.

I was looking the other day at some of the papers that have been prepared
for these workshops. I noticed in the papers relating to the workshop on auto-
matic data processing that they are beginning to be filled up with all sorts of charts
and diagrams and systems outlines. And this led me to begin to hope that the
advent of the computer will be the stimulus that we have been waiting for and
which will be adequate to convert the whole field to a real scientific effort, rather
than just an artistic effort.

We have mentioned several times this morning that the keynote of the future
in health programs is going to be that of planning. For this reason, we are very
fortunate to have with us as our next discussant Mr. Allen Pond, who is the As-
sistant Surgeon General for Plans.

I happen to know that Mr. Pond knows how to plan We could cite many
examples of the foresight that he has used in the Public Health Service in the plan-
ning area. Everybody now is very much concerned about health resources and
health manpower and health facilities. Everybody is aware now that this is one
of the critical problems of the coming months and years. Yet it was more than
a year ago, I believe, that Mr. Pond wrote a memorandum to the National CGenter
for Health Statistics in which he said that he could foresee that in the future this
problem of health resources was going to be important and we had better start
developing a program to cope with it. .

It is this ability to look a little into the future that is one e of the essential pre-
requls1tes of planning, and Mr. Pond recognizes the role that statistics have to play
in this.

Mr. Pond also has another thing in common with many of us. He came
into the health field from one of the related professions, having started out in engi-
neering. With this engineering background, Mr. Pond, in common with statis-
ticians, is used to thinking in quantitative terms. He is 2 mathematician, he likes
to see figures, he likes to see facts put down in a precise manner. So we have a
common feeling for these matters with the Assistant Surgeon General for Plans.

Mr. Pond did start out in the engineering field, but for many years now he
has been actively engaged in public health aspects and has been a prolific writer
of papers on many points of public health, sanitation, the hygiene of housing, and
related questions.

This morning Mr. Pond will talk to us about resource statistics, the problems
of health manpower and facilities.
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Resource Statistics—Health
Manpower and Facilities

Mr. M. Allen Pond, 4ssistant Surgeon General for Plans, U.S. Public
Health Service

I think the proudest moment in my life was when I convinced Secretary Fol-
som in 1957 on the legislation which set up the National Health Survey part of the
administration’s program; that is the only real planning that I have ever done.

We in the United States are well into the geometric growth phase of the pub-
Iic interest in health. In my own professional lifetime of 30 years, our public and
private expenditures for health and medical care have increased from about $3
billion to over $38 billion annually. Until 1957, however, both the gross na-
tional product and health expenditures grew at about the same pace. Since then,
health expenditures have increased steadily at a far faster rate than the economic
growth rate of the country. During the last decade, the ratio of health expendi-
tures to the gross national product has risen from 4.7 to about 6 percent, a propor-
tionate gain of about 25 percent.

Data like these obviously have influenced the previous speakers on this pro-
gram who have pointed out that there is a shortage of health manpower and facili-
ties. We are trying to provide more of each. They have noted that some of the
work in the field of health, previously performed by people, is being turned over to
machines. The questionis: “What else can we do?”’

One fact is certain: There will be no cut in health programs. Quite the con-
trary. Every one of us here knows that medicare; comprehensive health planning;
regional programs for heart disease, cancer, and stroke; better maternal and infant
care; improved control of environmental hazards; and all the rest will not complete
the inventory of our national health effort. I doubt that our inventory will be
completed a century hence.

Clearly, we are just beginning to undertake new and far-reaching proposals
for improving the country’s health. After the fundamental need for food and
shelter has begun to be satisfied, people all over the world seek better health. Ap-
parently this is a universal and insatiable need.

It is my purpose here today to enlist your help in thinking through the maze
that confronts all of us who have chosen to make our way in the field of health.

What can we do, beyond what has already been discussed, to improve the
health of the American people? I think we can do two additional things, and to
do them we shall need to do a third:
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1. 'We can help redefine and rearrange and improve the contributions made by the
many health occupations as they seek to provide the end product—better
health for each of us.

2. We can plan our health efforts as a whole more effectively.

3. To do these things, we need more solid, more detailed health statistics, and we
need them promptly.

Essentially, I will talk about three interrelated points: (1) The need for
more—and better—analysis of functions; leading to (2) better teamwork than now
prevails among the workers in the hca,lth vineyard; based upon (3) much more
delegation of responsibility.

We need to rethink the activities of doctors, nurses, health technicians, and
related health occupations. As the Surgeon General noted at the White House
Conference on Health last November, “Relatively little is known about what
today’s health workers actually do, how they spend their time, to what extent they
make full use of the training they receive.”

Almost every health function deserves job analysis in terms of present needs
and present possibilities. But to perform such analyses would require much more
information about most of the occupations than we now have. If we had this
information, we would be better able to develop sequences of health occupations
into natural career ladders, up which many who begin on lower rungs might reason-
ably hope to climb.

Look, if you will, at the implications of one set of statistics. In the United
States, the infant death rate is around 25 deaths annually per 1,000 live births.
In the Netherlands, it is about 16. There are numerous differences in the two
situations, of course. One that my statistician friends talk about is that a pregnant
woman in the Netherlands is entitled to 9 visits by a paramedical aide during her
pregnancy, followed by 12 visits on the child over the ensuing year. If these
paramedical people note something suspicious, the problem is referred to more
expert personnel. Obviously, this saves time for the doctor. It may also save
children’s lives. Do we know whether this latter is a fact?

Basic to improving the health team is the need for more facts. Who actually
is doing what, and with what effect? Who with lesser training might be doing
some of the procedures that are now in the hands of people trained to accomplish
more difficult tasks? What combinations of activities will employ the least health
manpower to accomplish a given task successfully, in terms of skill-hours that must
have been invested in the health team? I am not thinking of mere time-and-
motion studies, but of the integration of effort to attain the maximum benefit for
the least expenditure of scarce resources.

This integration of effort leads directly to the delegation of responsibility.
Here is an area which shows some promise in delivering an immediate benefit.

Delegating responsibility implies improving the abilites of everyone on the
organizational ladder. Sometimes it can be accomplished by dividing tasks, so
that portions that demand less training, skill, or experience are performed by one
or more persons farther down the scale.

Let me cite an example of some thinking in the Public Health Service with
respect to stretching the availability of dental services. Present projections of
population growth and output of dental schools indicate that the number of dentists
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per unit of population will continue to decrease at least until 1980. Even though
there has been a significant national effort to increase the capacity for dental edu-
cation, the projections continue to point to increasing shortages. Asa result, the
Service is supporting research and demonstrations on the utilization of various
types of assistants to spread the professional skill of the graduate dentist and to
minimize his involvement in the kinds of work which can be done just as well by
others less well-trained. Thus, we may hope for an absolute increase in the
amount of dental service that can be provided in the United States at the same time
that the ratio of dentists to population decreases.

There are those who believe that the computer (or a good information system)
can take over many of the tasks that too many professionals are now laboriously
performing. But few of us are ready to delegate to a computer the responsibility
for developing a health program. If we knew absolutely everything that should
go into such a program and had a computer large enough to take all this informa-
tion, along with experts to get it into the machine, such a project might be worth
considering. However, framing a satisfactory health program either for the indi-
vidual or for a community is the job of professionals. It is a job in which we must
make use of all members of the health team, including specialists and social agen-
cies that can help. It is a job that requires knowledge of the patient as a whole
man. In the words of the National Commission on Community Health Services:

His (the physician’s) concern will be for the patient as a whole, and
his relationship with the patient must be a continuing one. In order to
carry out his coordinating role, it is essential that all pertinent health infor-

mation be channeled through him. . . . He will have knowledge of and
access to all the health resources of the community . . . and will mobilize
them for the patient.

Let me turn to our need to plan our health efforts more effectively. I am
now thinking of entire programs and groups of programs. While my comments
are largely in Federal terms, what I shall be saying is applicable to State and local
programs and to both the public and private sectors of our economy.

Federal budgets traditionally have shown how much it was proposed to spend
for personnel, construction, travel, etc.; with the figures distributed into broadly
indentified activities or programs. Such budgets often reach department heads,
in the words of one critic, “with objectives unclear, likely benefits vague, costs
uncertain, alternatives lacking, and little indication of the long-term commitments.”

The executive branch is now trying to remedy this weakness. Our Depart-
ment, along with others, is preparing materials to be used as a basis for 5-year
program memoranda. Major segments of our programs have been identified
for more definite analysis, so that planners will work in terms of ranges of possi-
bilities. In this exercise we also will be trying to assess cost effectiveness.

We know, for example, that health manpower and health facilities are now
in short supply. We can predict that shortages are likely to increase. But
we do not know exactly what is lacking. We do not even know what our
resources are in adequate detail. We lack data on the characteristics of physicians;
for example, their exact distribution, what they are doing, with whom they are
working, how fast each kind or type is being produced, and so on.
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There is a similar lack of detailed factual information about health facilities
and services—about out-patient clinics, maternity wards, community health cen-
ters, long-term care facilities, home health services, and the like. Yet these are the
data that provide the basis for modern health budgeting. ‘

State and local health departments can confidently expect that this new kind
of budgeting will increasingly be used in relation to their activities. Stemming
from systems analysis, among its basic ingredients are relating inputs (as costs, man-
power, facilities) to outputs (benefits); development of alternatives, with little
respect during the analysis for jurisdictional boundaries; arrangement of possi-
bilities by progressive steps, wherever possible, and quantification throughout,
rather than spottily. ' : '

Cost effectiveness in the health field is a comparatively new concept. " It
had little acceptance when the National Health Survey came into being. But
the Public Health Service was looking in the same general direction, even that
early, in feeling that new baseline data were needed in public health. The con-
viction has grown since then, as the continued stabilization of the cquntry’s death
rate diminished its value as a measure of the country’s health. The death rate
has varied irregularly only between 9.2 and 9.6 per 1,000 population during
the last decade and a half. Even the age-adjusted death rate is now similarly
stable, so that the health impact of the country’s progressive aging also has passed
beyond discriminating measurement by this statistic. Of course, there are specific
death rates that tell far from monotonous stories.

Since its inception, the National Center for Health Statistics has been develop-
ing baseline morbidity data to use in measuring health goals and achievements.
Program planners and program managers throughout our. Department and
elsewhere look to the Center for accurate current data on all important general
types of health resources and activities.

Interest in such data is a major concern of this Administration. President
Johnson, in his March 1, 1966, Special Message to the Congress on Health and
Education, referred to the Department of Health, Education, and Welfare as
the “Department of the People” because of its “continuing concern for the social
well-being of our people.” He added:

To improve our ability to chart our progress, I have asked the Secre-
tary to establish within his Office the resources to develop the necessary
social statistics and indicators to supplement those prepared by the Bureau
of Labor Statistics and the Council of, Economic Advisors. With these
yardsticks, we can better measure the distance we have come and plan for
the way ahead. ,

What is your role in all of this? Let me offer a suggestion for your considera-
tion. The sampling frame and methodology that the National Center for Health
Statistics has developed for obtaining measures of the Nation’s health are some-
thing that geographical areas could accept as standard and use to obtain similar
health measures for their own needs. Might we not look forward, in the near
future, to States joining each other to form a health-statistics area? You have
registration areas for births, deaths, marriages, divorces. Why not a health-
statistics area composed of jurisdictions that meet standards established by the

National Center for Health Statistics?
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Pending legislation recommended by the President to overhaul our Public
Health Service system of grants-in-aid to the States would, I believe, be helpful
in making funds available for such projects. However, it will require initiative
on the part of the health statistics community to organize programs.

I realize there would be difficulties, but two things would be in favor of the
possibility. On the one hand, we have the powerful tool of sampling. On the
other, we already have general national health statistics in the data being published
by the Center. Thus, we have both a method that could be similarly applied
everywhere and national values against which local values could be assessed.
When the death registration area was in process of formation, there were no real
national figures. The reversed situation with respect to health statistics could be
a benefit.

Hawaii and Puerto Rico have already collected health statistics similar to—
and on patterns compatible with—those used by the National Center for Health
Statistics. In a sense, they are already members of health-statistics areas like those
I am suggesting. Other areas could qualify by conforming to the standards—
States, groups of States, cities, counties, regions. The data gathered from these
areas would be directly comparable with the national figures and with each other,
permitting fruitful comparisons and coordination of efforts.

In closing, I am confident that we have now entered into a golden age of
public health. As public interest in our work increases, we will be called upon
more and more to produce. As expenditures for health grow, we will be chal-
lenged to measure the results of our efforts much more precisely than ever before.
And we will have to perform adequately with predictably limited resources.

I am optimistic enough to believe that we in the field of public health will
not be found wanting.

Dr. LmvpeEr. Thank you, Mr. Pond. I think you will agree that the re-
marks I made about Mr. Pond’s ability to look ahead and plan were correct, be-
cause he has pointed out several things in the future to which we might give some
consideration.

Particularly, I noted his last remark that perhaps the time has come to begin
to think of something like the death registration area—but for the broader field
of health statistics.

It has now been 10 years since Mr. Pond’s planning when he persuaded
Secretary Folsom to put the National Health Survey Act in the legislative pro-
gram of 1956. Perhaps you do not realize that July 3 will be the 10th anniver-
sary of the signing of the National Health Survey Act. So by the end of the
month, we will be celebrating our 10th anniversary. And it has now been a
little over 5 years since the National Center for Health Statistics was established
in the Public Health Service.

So perhaps it is time to start thinking about developing a goal, a “registra-
tion area,” or a concept of a program of some kind which would stimulate the
development of centers of this kind in the State offices.

As I have said, the National Center has been established for over 5 years and,
I believe, has been successful in meeting a wide range of needs within the Public
Health Service and in a broader clientele within the health professions. I guess
I have been a little disappointed that in this 5- or 6-year time not a single State
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has followed this example by setting up a State center for health statistics. And
this is something to which I think maybe we should give a little thought. Is there
an appropriate pattern for a State center for health statistics that would be useful
and serve an important need? If some definition or concept of such a State
center could be established, then perhaps we could find some way to have resources
funneled into such State centers. This might be what Mr. Pond is suggesting
where we would have a sort of “registration area” for health statistics in its
broadest sense.

I am going to continue to think about this challenging idea a little bit and
see if we can do a little advance planning on this, too.
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SESSION

Presiding

Mr. Theodore D. Woolsey, Deputy Director, National Center for
Health Statistics, U.S. Public Health Service

Welcome to the Second General Session of the Public Health Conference on
Records and Statistics.

I will at this time introduce only one of the people on the platform, the others
will be introduced as they speak. But I wanted those very few of you who do not
yet know him to meet Dr. Franklin D. Yoder, who has been director of the Illinois
Department of Public Health since 1961.

Dr. Yoder is here as liaison to the Conference from the Association of State
and Territorial Health Officers. He is a past president of ASTHO and is pres-
ently chairman of the ASTHO Health Services Administration Committee. We
are very glad to have Dr. Yoder here, and at the end of this program we hope to
have a few comments from him about his thoughts and reactions to the conference

_ so far. This is always of particular interest to us and it has been a custom in the
- past at the Public Health Conference.

This is the first time that the Public Health Conference on Records and Sta-
tistics has had a general session on medical care statistics. I am particularly de-
lighted to preside at this session, because the subject of this morning’s talks is of
particular interest to me.

I think that the reasons for electing to have this session at this time are really
quite obvious, but I would like to review them very briefly. As you have
undoubtedly become aware from the opening session and at the various workshops,
- both the Federal Government and the States are rapidly becoming deeply involved
in programs of medical care, in the effort to improve the system of providing medi-
cal care to all the people. '

Consequently, there is an exploding demand for hard data on the system and
how it is working, where it is going, where the problem areas are, research results
on how to make it work better, and the evaluation of the result of the new
programs.

As statisticians, I feel it is our duty to keep abreast of the developments in this
area, discover where the data needs are, and construct data collection systems or
help design studies to provide what is needed. Furthermore, we have to coordi-
nate our efforts, exchange our experiences, and plan together. And there is a
sense of urgency about this.

Medicare is about to go into operation, but the full impact of that legislation
on medical care will not be felt until all of its titles are activated. Senate bill 3008,
the comprehensive health planning bill, is on the horizon and again will make new
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demands upon statisticians for providing statistics to feed into the planning opera-
tion in the area of medical care.

The Public Health Conference on Records and Statistics presents us with a
particularly fine opportunity to discuss some of these matters. ~First, because of the
presence of so many statisticians from State health departments who will be called
upon in this effort. Second, because of the proximity of people who are knowl-
edgeable about the new legislation. And third, because of the flexibility of our
charter which permits us to call upon all kinds of experts from universities, volun-
tary health agencies, and others throughout the country to come and join
these sessions.

You will note from the program that yesterday’s sessions included a Workshop
on Health Manpower Statistics, and Medical Care Statistics Workshops will be
held today and tomorrow. The large number of people who elected to attend
these workshops is certainly indicative of growing interest. There are also two
sessions dealing with health statistics in metropolitan areas and several other work-
shops which have a bearing on this subject.

A final reason why the Public Health Conference seems to be a suitable place
for discussing this matter of medical care statistics is that I feel there is an important
need to strengthen the impartial State, local, and Federal statistical agencies, which
exist to provide hard data for the planners. I think that the significance of strong
independent units which can develop the facilities and the skills for collecting and
analyzing this sort of information is very great, and these are the kinds of groups
which are represented at the conference each time it meets.

This morning we shall hear from four people who are deeply involved in the
business of medical care and medical care statistics. Our purpose in inviting these
experts to talk here is to give you an opportunity to hear about some of the ideas
and activities in the mainstream. of medical care so that, as statisticians, we may
better sense the urgency and better plan our own response to the challenge of com-
prehensive medical care statistics.

The first speaker is a real statesman in the field of medical care research, and
a man who, in the time that I have been acquainted with him, has developed an
enormously broad vision in this field. I would not call him a visionary—a man
with broad vision, but not a visionary.

He graduated from Yale University School of Public Health in 1941. He has
been assistant professor of medicine and preventive medicine, University of North
Carolina, and professor and chairman of the Department of Epidemiology, Medi-
cal College of Vermont in Burlington. He is now the director of the division of
medical care and hospitals in the School of Hygiene and Public Health at Johns
Hopkins.

Dr. Kerr White will speak to us on the subject of “Medical Care Statistics and
the Health Services System.”
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Medical Care Statistics and the
Health Setvices System

Dr. Kerr L. White, Director, Division of Medical Care and Hospitals,
School of Hygiene and Public Health, The Johns Hopkins University

The notion that a physician whose earlier responsibilities were largely clinical
would have the temerity to suggest to a group of statisticians what they should do
may seem strange, but it is not new. Surely, the precedent was set by the physi-
cian who founded the field of vital statistics, William Farr. However, not even
Farr can take credit for asking the first important question in vital statistics.
When the English Government introduced the Registration bill in 1839, not as a
new. form of social arithmetic but as a means of relieving nonconformists of the
remains of Anglican privilege (that is, the Church registration of births, marriages,
and deaths), it was proposed to record only the event of death. It took a lawyer,
Edwin Chadwick, the founder of the public health movement, to see that this
exercise was without redeeming social, scientific, or medical merit, and he insisted
that the record also indicate the cause of death. How else, he asked, could one
know how to direct efforts at improving the health of the people (1)?

When it comes to medical care, however, statisticians, lawyers, and physicians
have to acknowledge the perceptiveness, courage, and perseverance of a nurse.
Florence Nightingale roundly condemned the hospital statistics available in her
time and asserted that it was virtually impossible to deduce anything from them
with respect to the relative merits of different hospitals. In general, the charge is
still true; for example, -age-specific, case-fatality rates by diagnosis are not available
for U.S. hospitals. There are, I believe, about 10 countries which do have such
information.

. To overcome deficiencies of this kind, Florence Nightingale proposed a uni-
form reporting system for all London hospitals (2). She wrote to William Farr,
“Could you give me a (table of mortality of the various) London hospitals, for
such a number of years as would enable a general life table of the London hospitals
to be calculated. It would tell very much if we could show that each hospital had
it own life-risk.” On another occasion she wrote with respect to the science of
statistics that, “upon it depends the practical application of every other (science)
and of every art; (itis) the one science essential to all political and social adminis-
tration, all education, and organization based on experience, for it only gives exact
results of our experience.” (3)

All that was said over 100 years ago. Someone has said that it takes 50
years for a new idea to catch on. Not only is the 50 years up, but it has been up
twice. Better objective information, that is, statistics, about the effectiveness and
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efficiency with which medical care services are provided in response to specific
health problems, is indeed long overdue. 'This is the problem to which I wish to
address myself in this paper. ,

The Health Services System consumes, costs, or spends, depending on one’s
point of view, over $40 billion a year. Some $600 million is spent on biomedical
research, but only about $20 million is spent on research and information designed
to shed light on the workings of the Health Services System. I submit that these
relationships are inappropriate; a larger proportion of the health services budget
should be allocated to objective study of its operations at all levels.

"The Health Services System can be regarded as one of the great service sys-
tems or industries of society, like transportation, communications, defense, inn-
keeping, and the church. All have objectives, some more clearly defined than
others; they all accept the need for accountability in terms of private satisfactions
and/or public records. If the national pool of health personnel, facilities, knowl-
edge, and finances is regarded as a major national resource to which our society
devotes about 6 percent of its annual gross national product, surely the consumers
are entitled to know a good deal more than they do now about the extent to which
the objectives of this system are in fact achieved at the national, State, and local
levels. The information on which all of the other great service systems base their
decisions is without doubt a great deal more sophisticated than that used by the
health services industry. Where resources are scarce and the needs are great, it
is essential to introduce improvements in the information available on which to
base critical decisions. ' :

By medical care, I mean personal health services. In the field of health,
there are two broad areas: environmental health services and personal health serv-
ices. By personal health services, I mean virtually all health services other than
the environmental health services. Specifically, I mean those things done to and
for all individuals who request or require health services provided by doctors,
nurses, and dentists, and by paramedical, paranursing, and paradental personnel.
I do not make a distinction between so-called preventive, diagnostic, therapeutic,
and rehabilitative functions. Nor do I find it helpful to separate the physical,
emotional, and social components of illness. These are transient divisions of inter-
est, emphasis, organization, and style based more on tradition and arbitrary juris-
dictional arrangements than on humanitarian, scientific, or technical constraints.
I do not distinguish between the various sites of care on which personal health
services may be given; e.g., the solo practitioner’s office, the out-patient dispensary,
or the voluntary, private, or public hospital—their clinics and wards, the health
department clinic, the group practice clinic, the home, the factory, or the school.
Nor is the posture of the patient, vertical or horizontal, a factor in the basic defini~
tion. Finally, the methods by which the patient’s care is financed, whether it be
from public, private, or voluntary sources, and the physician’s efforts compensated,
whether it be fee-for-service, capitation, sessional compensation, or annual salary,
do not affect this definition. When I refer to medical care statistics, I refer to
statistics about personal health services. We need to know much more than we
do know now, both about all of the services sought and received and all of the as-
sociated benefits and risks.

There are basically three points of view from which personal health serv-
ices can be examined. The first is the view of the individual patient anfi his
particular problems; it is also the view of the clinician and the source of traditional

35



diagnostic data. Let us not forget that it is for individual patients and their
problems that all of us in health services work.  After all, statistics, as I think Brad-
ford Hill used to say, are really people with the tears wiped off.

The second level is that of the institution, agency, practice, or program.
Here the concern is for understanding the experience of a particular segment of
the population using a particular segment of the Health Services System. The
essential deficiency in statistics derived from the experience of individual institu-
tions, such as hospitals, physicians’ practices, voluntary agencies, or even prepay-
ment insurance plans and categorical programs, is that adequate information
about the population at risk or the denominator is customarily unavailable.
Nothing is known about all the experiences of those who for some reason are not
represented in the denominator. This defect may be compensated for to vary-
ing degrees but rarely can it be overcome completely.

The third point of view is that of the community or the defined population,
where it is possible to relate medical care statistics to a population defined by
geographic or political boundaries. It is only with such a base that the ecology of
medical care can be thoroughly understood. It is the relationship between health
services and resources and medical care needs and demands which interests the
public; i.e., the consumers, both patients and potential patients. Who gets what,
for which purposes, and with that results are the central questions.

From the point of view of the health officer or the new category of health
services administrator who is, or, if he is not, to my way of thinking should be,
responsible for the health of all the people in his jurisdiction, information about
the availability, accessibility, effectiveness, and efficiency of all personal health
services is essential. Not only is such information essential to the health depart-
ment and other institutions and agencies for administrative purposes, but it is a
prerequisite for effective planning and policymaking. The proposed “Compre-
hensive Health Planning and Public Health Services Amendments of 1966 (4)
provide for “the establishment of, a single State agency as the sole agency for
administering or supervising the administration of the State’s health planning
functions under the plan,” and “for the establishment of a State health planning
council, which shall include representatives of State and local agencies and non-
governmental organizations and groups concerned with health, and of consumers
of health services, to advise such State agency in carrying out its functions under
the plan.” It does not say that this agency has to be a health department .

The question is, who is to provide the data on which this group of hope-
fully hardheaded citizens will make their decisions? I am sure these State health
planning councils are going to be composed largely of community leaders who,
in other walks of life, are accustomed to basing their decisions more on facts
than on individual experience, colorful assertions, or authoritarian pronounce-
ments.

Now unless the statistical arms of health departments are going to see to it
that the work Florence Nightingale urged on them over 100 years ago is done,
somebody else is going to do it. The possibilities include insurance carriers,
so-called fiscal intermediaries, hospital planning councils, areawide planning coun-
cils, medical schools, regional medical programs, voluntary agencies, welfare de-
partments, and medical societies. Each of these groups could undertake the work
of measuring certain aspects of the input and output of the Health Services System.
None of them, as of the present time, has the same broad social mandate as the
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health department. The Public Health Service, through the National Center
for Health Statistics, has established a model. If the State and local health de-
partments do not live up to their mandates, it seems clear from the “Comprehen-
sive Health Planning and Public Health Services Amendments of 1966” that
other agencies will be established and assigned responsibility for gathering sta-
tistics on personal health services. In some situations, this will undoubtedly
occur. If a clearer legal mandate is required, then I suggest that a national com-
mission examine the matter and make appropriate recommendations for neces-
sary legislation.

So much for the problems, now for some more specific suggestions. First,
I propose that the terms ‘“vital statistics” and “public health statistics” be aban-
doned. I suggest that every health department establish a new unit, bureau, divi-
sion, department, or center for health statistics with a mandate much broader
than that connoted by traditional titles. Such a unit would be responsible for
the collection and analysis of all statistics relating to the health, health problems,
and health services of the community it serves. Funds should be made available
by Federal formula and project grants to strengthen these new expanded units.
Consultation should be sought and made available from stronger agencies and
institutions, such as the National Center for Health Statistics. I suggest that each
health statistics unit establish a continuing relationship with an appropriate univer-
sity department in its region. Faculty members of departments of biostatistics,
epidemiology, community medicine, or hospital administration could be made
consultants or members of advisory committees for the unit. Members of the
unit, in turn, could be given university faculty appointments and encouraged to
present their problems to students and faculty colleagues. There are ample
precedents for these kinds of interlocking arrangements; they are in the best
tradition of our society.

With this extended mandate, responsibilities for registration and vital sta-
tistics would represent only a small fraction of the work of the unit. Jack Elinson
once suggested that there are three or four “Do’s” to be considered in evaluating
the Health Services System; I think there are at least five basic levels: Death,
disease, disability, discomfort, and dissatisfaction. In addition, there are four
major sources of data: Discharges, doctors, dispensaries, and domiciles. For each
of the five levels, it seems to me there are a series of questions to which there are
no readily available answers at present, largely for the reason that no one is asking
the questions.

Death

At Chadwick’s insistence, the statisticians of the day moved from recording
the event of death to recording the cause of death. We have made some progress
since then but there is additional information which would be desirable from the
point of view of medical care. For instance, it would be desirable to know not
only how long the physician signing the death certificate attended the deceased
but for how long the deceased had been receiving medical care for the immediate
cause of death. It would also be desirable to know the relationship between the
admitting diagnosis and the immediate cause of death. Analyses of these associ-
ations would provide insights into the relationships between preterminal medical
care and suspected disease, underlying disease, and immediately fatal disease.
These may be three quite different diagnoses, and I believe we need to know much
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more about each in relationship to the medical care which is both available and
used. In fact, I would go so far as to suggest that the concept of “underlying
cause of death” may be obsolete. Is it still realistic at a time when 75 percent of
deaths occur over age 50 to rely largely on an often rather arbitrarily selected
underlying cause, when, indeed, in older persons a number of contributory and
potentially fatal conditions are usually present?

Disease

About 45 percent of the problems initially presented to primary physicians
cannot be given a diagnosis which fits the rubrics of the International Classifica-
tion of Diseases, except in the broadest categories (5, 6). What is needed is a
classification of complaints, problems, conditions, and symptoms developed on
the basis of their relative frequency and specificity in the general population.
Patients present to primary care physicians vague complaints, symptoms, and
problems, not labeled diseases. For purposes of deploying health personnel, as-
signing tasks, and organizing services, we need to know how many people in a
community have symptoms of sufficient severity to warrant their seeking or con-
templating medical care.

This kind of classification can only be developed with the help of practicing
physicians. It is not impossible to do; the precedent was set when the British
Registrar General collaborated with the College of General Practitioners in a
study of 171 practices (7). To date, this study represents the largest body of
published data on primary medical care available anywhere. Similar studies are
needed in this country, and currently the American Medical Association is under-
taking pilot studies in Utah to develop methods for morbidity reporting in phy-
sicians’ offices. We had some experience with the continuous recording of mor-
bidity in general practice when I was in Vermont and are planning more exten-
sive studies (8). Both the need and opportunity for collaborative research among
practicing physicians, health statistics units, and universities have never been
greater than they are today.

What is just as important as a classification for presenting symptoms and
complaints is a classification for the action taken by the physician. We want to
know not only what the patient complained of but what the doctor did about
it. Examples of such a classification might include: “return when necessary,”
“return at a specific time,” “diagnostic tests ordered,” “referral for consultation,”
“referral for treatment,” “hospitalization as emergency,” “hospitalization for in-
vestigation,” “hospitalization for chronic care,” “no further care needed,” etc.

The reasons this information is important are (1) to make better estimates
of potential demands for medical care, (2) to educate and prepare physicians and
other health personnel to meet these demands, and (3) to organize personnel and
facilities so that the demands may be met.

Disability
I take it that the object of the health services of society is at least to keep people
out of hospitals and, hopefully, to maintain functional capacity, productivity, and

even well-being. We have estimates of disability for the whole country from the
National Health Survey, but little is available at State and local levels. We need
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prevalence estimates by census tracts and communities. We need to know much
more about absenteeism from work, school, and usual activities, both in relationship
to functional severity and sympton/condition complexes and in relationship to
medical care sought and contemplated. Again, the need is to relate the func-
tional impairment with some kind of actual or potential medical care. How else
can we obtain estimates of the relationships between need, demand, and available
resources for medical care—particularly for rehabilitation services and home care
programs? Sickness surveys, disability surveys, and morbidity surveys alone are
not enough. We need to know more about what is done for specific problems and
hopefully, at a later stage, with what results.

Discomfort

This is a less severe form of disability, but it is in some ways more important,
particularly if we are interested in early detection and prevention of illness. Little
is known about the distribution of various symptom/condition complexes in terms
of the amount of discomfort they produce. People have to perceive some dis-
turbance in their health, interpret it as warranting medical attention, know that
medical care is available and accessible, and be able to pay for it before they are
apt to seek it. Much more information is required about this end of the spectrum
of medical care in order to develop better ways of delivering health services to
those who need them and can benefit from them.

Dissatisfaction

Most of the implied’ criticisms of our present Health Services System in this
country are based on articles in the popular press, medical horror stories, and eco-
nomic analyses of the rising costs of health service. In addition, we need objec-
tive data on the organization of health services as seen from the viewpoints of all
the consumers; not just those who complain. To what extent do individuals
want and have a personal physician to whom they can bring general complaints
at any reasonable hour, or even at any unreasonable hour, of the day or night?
Are the desired services accessible and available? Are they satisfactory? Would
the services of a nurse be just as acceptable as those of a physician for particular
problems? To what extent do people use multiple sources of care? To what
extent do they travel out of their communities for medical care? Again, where
do they go and for what reasons? ‘

Now let me turn to the four sources of data.

Discharges .

One hundred and nine years after Florence Nightingale called for them in
England, we are going to get data from a national sample of hospital discharges in
the United States. We still will not be able to tell anything about State, local,
or individual hospital performances. Again, we need to know the relationships
between the admitting diagnosis or the chief complaint and the discharge diag-
nosis. We need to know something about the functional capacity of the patient
on discharge; not just whether he is alive or dead. For example, we need to know
whether the final discharge diagnosis explained the chief complaint or admitting
diagnosis. We need to know whether any disease, drug reaction, hospital in-
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fection, or injury was acquired during hospitalization. We need to know whether
the admission was primarily for emergency care, acute care, chronic care, investi-
gation, elective care, social care, or custodial care. We need to start calling
services by their functional medical care objectives rather than by rubrics designed
to justify third-party insurance payments.

Doctors

Doctors themselves are critical participants in the provision of much of the
information we require for understanding the Health Services System. There
is a great need for medical students to receive adequate preparation for their
important roles in the provision of health statistics. The work of the health
statistician is bound to be restricted until physicians recognize the importance of
the information they generate. They should be encouraged to cooperate on the
basis of commitment and enlightened self-interest, both individually and through
formal organizations such as the American Medical Association, the American
College of Physicians, and the American Academy of General Practice. Here
again, there are opportunities for the health statistics unit and the universities,
particularly the medical schools, to collaborate in improving teaching about health
statistics. I am convinced that this is a subject which can be made relevant and
exciting to medical students.

The appeal to physicians can be made on the basis of their individual and
collective responsibility for leadership and their potential contribution to under-
standing the medical care process and to improving the Health Services System.
Once physicians appreciate that they are participating in the development of
their own profession and are contributing to the improvement of their own work
rather than being the object of rascal hunts on the part of “government” au-
thorities, there is likely to be substantial progress.

Another area of needed study is the analysis of the doctor’s job. We know
very little about the way doctors actually spend their time. What proportion of
time is spent listening to patients, talking to patients, giving treatments, prescribing,
recording information, and in activities which might be handled more efficiently
by nurses or paramedical personnel or could even be automated? Similarly, we
know little or nothing about what nurses do.

Dispensaries

The care of vertical patients constitutes the great bulk of all medical care.
Whether these patients are seen in out-patient clinics, health department clinics,
group practices, physicians’ offices, or elsewhere, we need to know much more
about the distribution, availability, accessibility, and utilization of ambulatory serv-
ices. If access to physicians’ offices and effective participation in the collection of
data are not always possible in every community, studies can be initiated in out-
patient clinics and health department clinics. Traditional out-patient statistics
only count visits; this is like counting deaths in Chadwick’s day and says very little
about the actual nature or purpose of the work done.  Cohort studies using record
linkage could be used to examine the natural history and progression of the diag-
nostic process from initial complaint or symptom to final established diagnosis.
Again, this can all be related to the services needed, demanded, and utilized. Data
of these kinds are not available for three major health problems that are the basis

40




for the regional medical programs: heart disease, cancer, and stroke. I venture
to suggest that if this kind of information had been available the folly of attempt-
ing to regionalize health services on the basis of categorical diseases would have
been apparent sooner. At present, many medical schools are trying to plan
regional medical programs without data or experience. Commercial systems
analysts are advising some schools, but apparently they too are unfamiliar with
medical care statistics. Medical care services have to be planned on the basis
of the prevalence of symptoms and complaints, not discharge diagnoses or deaths.
The former represent the input to the Health Services System; the latter, the out-
put. We know very little about the input side. Regional medical programs
could benefit greatly from assistance in developing data on health resources, serv-
ices, and needs from the vantage point of the health statistics unit in the health
department.

Domiciles

I come now to the household interview and health examination as' the
foundation of the pyramid of information about the Health Services System. The
National Health Survey has developed sophisticated methods which can readily
be replicated at State and local levels. I am continually impressed in discussions
about planning new health services for people in communities by the virtual total
lack of useful information which health departments can produce about the way
in which people seek and use health services in relation to their perceived and
actual needs. In the final analysis, the Health Services System is no different
from the other service systems, the customers probably have the last word; I
believe we need to know more about their concerns and interests.

Now, a few comments about methods. First, there is need to come to some
agreement about terminology. Uniform definitions with respect to institutions,
units of service and activity, personnel functions, complaints, symptoms, and
diseases are desirable. At least, it would be important to have the data collected
by all Federal and State agencies compatible, if not comparable. Fortunately,
the miracle of the computer insists on forms of cooperation not readily attainable
by mere mortals. The World Health Organization has examined these problems
in some depth; much more work needs to be done in the United States to stand-
ardize terminology and reporting procedures (9, 10, 11). Methods of record-
keeping in physicians’ offices and methods of handling utilization data need to be
improved. Here again there are precedents and experience on which to build
(12, 13, 14).

Simple precoded, mark-sense forms or more sophisticated input consoles in
physicians’ offices with direct inputs to on-line centralized computers could be
used in ways which would preserve confidentiality for both physicians and patients.
The data generated would provide physicians with information about their own
practices, as well as information of fundamental importance to our understand-
ing of the Health Services System.

Further applications of computer technology are to be found in record-link-
age studies. H. B. Newcombe of Atomic Energy of Canada and others have
suggested methods for family linkage of vital and health records (16). To my
knowledge, however, there has been only one study of record linkage applied to a
Health Services System serving a defined population. This was recently completed
by the Oxford Regional Hospital Board in England and shows the kinds of data

41




which can be obtained on the flow of patients through the hospital system of a
region (17). This is a unique study which could be replicated in one or more
States in the United States. Such information would be invaluable for planning
regional medical programs.

The problem of estimating denominators will probably be with us for a long
time in the United States. The obstacles are formidable but not insoluble. Ap-
proaches to the measurement of the catchment areas served by hospitals and other
health institutions have been developed for use where the population at risk is not
known, but more work is needed (18, 19, 20). The household survey is of course
especially useful in this regard because it can be used to produce denominator data.

Finally, there is the matter of collaboration with other groups. The health
statistics unit should be in an unusually strong position to propose active collabora-
tion for purposes of data gathering with medical societies, hospitals, nursing homes,
welfare departments, insurance carriers, planning councils, and other groups
responsible for providing or financing health services. One great virtue of the
National Center for Health Statistics lies in the fact that it only collects and
analyzes information; it assumes the posture of an objective source of data which
all can respect and use. It is not responsible for any medical care service program.
This is in contrast to the Social Security Administration, for example, where
present arrangements call for it to analyze information on charges and utilization
on which it will base its own decisions, its regulations, and its bargaining position.
However objective its efforts and methods may be, its motives are bound to be
suspect. The same charges-are quite untenable when health statistics are collected
by an independent unit analogous to the National Center for Health Statistics
(15). ; S
For these reasons, I believe that the health statistics units are in a sound posi-
tion to obtain the support of medical schools, hospitals, physicians, medical
societies, and others responsible for the organization of the Health Services System
in gathering data which will enable these institutions and individuals to do their
best. I am persuaded.that physicians and health institutions want to do the best
jobs possible, and I believe that gathering health statistics should proceed on that
assumption until there is evidence to the contrary. -

SUMMARY

In summary, I have tried to challenge the vital statisticians of the country to
revitalize themselves by taking on the task of developing a broad range of medical
care statistics which will help all of us to better understand the health services
system of the country. The object is to use our health personnel and resources
more effectively and efficiently in the interests of the health needs of society. In
essence, I have six proposals:

1. Expand State and local vital statistics units to health statistics units. These
should be supported by Federal formula and project grants as well as by
local funds. If this expansion of activities is not accomplished, I see these
functions being taken over by other institutions and agencies. The health
department will be bypassed, much as the Anglican Church was bypassed.

2. Prepare actively to provide the health services statistics which will be required
by the proposed Health Policy Planning Councils and the Health Services
Administrators.
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3. Establish a national and local mechanism for developing common definitions

and terminologies to insure compatability and encourage comparability.
International comparability should not be precluded.

4. Experiment with record-linkage studies in order that the whole Health Services

System in a region can be understood more thoroughly.

5. Examine the experience of other countries, as well as of different places in

this country, with particular emphasis on newer methods of recording,
processing, storing, analyzing, and retrieving data at all levels of the system.

6. Institute regular systems for reporting data from all levels of the Health Serv-

w 1o

S

10.

11.

12.
13.
14.
15.
16.

ices System, including hospital discharges, ambulatory clinics, and doctors’
offices, as well as from household interviews and examinations. Bear in
mind the need to relate: the patient’s complaint, the site of the service,
the nature of the service, the outcome of the service, and the doctor’s
diagnosis. As Chadwick pointed out, to report only that an event took
place is not enough. ‘
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Mr. Woorsey. Thank you, Kerr, for that wide-ranging paper. It certainly
does represent a challenge—not a challenge, I am sure, that will be met over-
night but in my view not a visionary challenge, rather a realistic challenge. Here
is somebody from a university, supposedly an ivory tower man, but who is quite
apparently in touch with what is going on in our field; and I think that this paper
deserves very careful study. As far as I am concerned, it represents the makings
of a blueprint for our activities in the yearsto come. We are very grateful for that
paper.

Now many of us looking on from the outside have watched for some years
the struggles to come to an agreement on a coordinated program of nursing home
accreditation. And it is a fine thing for this country, and I may say I feel a
little bit more confident about my old age, that this program is now on the
track and rolling forward. I hope that we are going to hear something about
this from our next speaker.

Our next speaker, Dr. John D. Porterfield, is an old friend of ours in the
Public Health Service. In fact, I think I am correct in saying that Dr. Porterfield
bestowed upon us the name National Center for Health Statistics.

He was, in any case, Deputy Surgeon General of the Public Health Service
at the time of the Public Health Service Task Force on Mission and Organization
of the Public Health Service which created the National Center for Health
Statistics in 1960.

He has had long experience in the field of public health before assuming
his present position. He was director of the Ohio Department of Health in
Columbus, director of the Ohio Department of Mental Health and Hygiene, and
associate professor of preventive medicine at the University of Ohio before he
came to the Public Health Service.

He left the Public Health Service in 1962 and became coordmator of medical
and health sciences at the University of California. He is now director of the
Joint Commission on Accreditation of Hospitals in Chicago.

Dr. Porterfield is going to talk to us this morning about the standards program
for hospitals, nursing homes, and home care.



Medical Care Statistics and the
Standards Program for Hospitals,
Nursing Homes, and Home Care

Dr. John D. Porterfield, Director, Joint Commission on Accreditation
of Hospitals, Chicago

I am very grateful to be allowed to speak to you without manuscript. Our
affairs seem to change so quickly that manuscripts get much too out of date
before we are able to deliver them. I appreciate the indulgence that I have been
given in that respect.

I do not feel badly about the allegation of putative authorship in naming
the National Center for Health Statistics.

My present job, coming at a time when there is much more activity in the
field of voluntary accreditation of health and medical facilities, has made me
worry less about my old age—I am less optimistic of having one.

I was somewhat reassured by Mr. Woolsey’s remarks in opening this panel
that this was a presentation from people outside the field of statistics as to areas of
activity and potential, that the process was really a bilateral or participation one
in which some of us might describe what we were doing and the objectives of it,
and that you in turn would be able to tell us how this might be utilized as a source
of data, as a method of providing analyses which will help usin future planning and
improvement of our activities. I am relieved by this because I myself (as well as
the Joint Commission on Accreditation of Hospitals) am very highly unsophisti-
cated in the field of statistics. There is no competition, there is no contest.

There is no competition as in a story somebody recently told me of the
two boys who went all the way through their educational program together, always
trying to top each other in athletics, in scholastics, in extracurricular affairs on
campus, both in high school and in college, and having been graduated did not
see each other for 30 years. When they did meet, they discovered that one of
them had become an Admiral of the Fleet in the U.S. Navy and the other had be-
come not only of full habit but with the habit of a high prince of the church.
They met after these 30 years on the platform of a railroad station in Rome and
immediately, without acknowledgement of knowing each other, continued their
competition. The Cardinal, in approaching the Admiral, said ‘“Porter, when
does the next train leave for Naples?” And the Admiral replied, “Madam, in
your condition I wouldn’t take it.”

I am very much interested in some of the things Dr. White said about the
competition between content and methodology because in spite of my own
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and my Commission’s lack of sophistication in these areas we do recognize that
(like education) there is a necessity for study of both, and we have been concerned
considerably about content and not nearly enough about methodology. I would
like to refer to this a little bit later.

Because I have found that very few people outside of the immediate purview
of the Joint Commission know precisely what it is and how it operates, I would like
to tell you the history of the Joint Commission and its present state of maturation.

The commission began when the American College of Surgeons attempted
to determine a method by which it could admit physicians to fellowship in the
college. The college decided to include in the review of applicants a review of
the case histories in their experience to determine whether they were indeed
surgeons of competence as well as experience. In setting up the review, the college
found that it could not properly judge applicants on the basis of the protocols which
were presented—they were highly inadequate.

The applicants’ defense was that when they went back to the hospital where
they had completed their work records were not available and they could not
prepare the protocols which now they needed to apply for fellowship in the college.

The college did 2 sampling of a fair number of hospitals in the country and
found that indeed this was so, that the state of clinical records was abysmal, and
that other conditions were hardly consonant with the stated ambitions of the
American College of Surgeons to improve the breed, to enhance the education
and capability of its members, as well as to think of the patient, the public whom
they served, and the places where they were served. :

As a result of this finding, and after discovering that at the time no one else
was interested in this problem, the college established a program called the hospital
standardization program. In late 1917 it adopted a very simple one-page code of
standards for hospitals. From that day forward, it began to visit hospitals, to
survey them, to evaluate them against these standards—to give them a grade mark,
if you will.

In the beginning the well-established hospitals in the big cities did not show
interest in the project. But there was considerable interest expressed by the new
hospitals in the somewhat smaller municipalities that really felt they needed and
wanted guidance, and the idea spread.

In the first year, it was impossible to issue individual reports on which of the
surveyed hospitals had been approved—many of the hospitals which were missing
from the survey list were the ones which you would call prestigious hospitals in this
country. In addition, of the 600 or more hospitals surveyed at that time, some-
thing like 13 percent were considered to have met the standards.

This situation improved very gradually over the years. With the support
of associations like the Catholic Hospital Association, the American Hospital As-
sociation, the American Protestant Hospital Association, and subsequently other
medical professional organizations, the program prospered. Not only did the
results become better in terms of the number of hospitals found to meet these rela~
tively simple and admittedly minimum standards, but the program grew beyond
the financial resources of the college. In 1951 the American College of Surgeons
said that it could no longer pick up the tab alone and repeated, at the same time, the
opinion that this program was of wider interest than just to the American College
of Surgeons.
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After some delicate negotiations, the Joint Commission on Accreditation of
Hospitals emerged, including the American College of Surgeons, the American
College of Physicians, the American Medical Association, and the American Hos-
pital Association as corporation members. They each have a number of com-
missioners on 2 board of commissioners which establishes the policies, adopts the
standards, and otherwise supervises the work of the Joint Commision.

At the time of its creation, the commission included the hospitals of Canada;
and, of the commissioners from the American Medical Association, one came from
the Canadian Medical Association, and, of those from the American Hospital
Association, one came from the Canadian Hospital Association.

In 1959, Canada found itself with such a sizable contingent that it was able
to establish its own national program, the Canadian Joint Council for Accredita-
tion of Hospitals, which has been continuing on its own, with the blessings of its
parent. The Joint Commission has continued with this country’s hospitals and
with a handful of hospitals outside the United States (including military hospitals
overseas, some overseas industrial hospitals, and the American University in
Beirut).

In 1964 these four organizations found the operation to be too expensive and
went to a fee-for-service basis. This is a significant aspect of the philosophy of
our activities—a system where the hospitals which request an evaluation pay a
cost-level fee for the service. This is probably the cheapest consultation (and I
hope ultimately the best consultation) that they can buy in their field.

At the beginning of this year, the accreditation of extended care facilities was
added to the traditional program. There are two classes, the skilled nursing
homes and the domiciliary homes or homes for the aged.

This program is a result of the merger of three antecedents—the National
Council on Accreditation of Nursing Homes, sponsored by the American Nursing
Home Association and the American Medical Association; the approval program
for extended care facilities of the American Hospital Association; and the program
of the California Commission on Accreditation of Nursing Homes and Related
Facilities.

By virtue of previously enacted Federal legislation in 1966 the Joint Commis-
sion was recognized in Congress and in the Federal statutes. We relate to
Medicare in the sense that we provide a limited credit card for hospitals which have
voluntarily sought and obtained accreditation. At the present time, these hos-
pitals are certifiable by the State certifying agencies, contingent upon two things:
that the State statutory standards are not higher, and that the State certifying
agency determine the existence and efficiency of a utilization review plan in each
hospital. At the time of the enactment of the Medicare Act this was not a
condition or requirement of the Joint Commission, but now is.

This, fairly briefly, brings us up to date. I would like to mention now the
question of methodology, how we do our work.

In the first place, the Board of Commissioners of the Joint Commission adopts
standards, and I think perhaps this is the least well understood of all of the
elements of our operation. These standards are not by any means standards of
medical practice, nor does the Joint Commission attempt in any way to assess the
quality of medical care provided in institutions. From time to time this has been
suggested, sometimes rather forcibly, and it is again under study by the Joint
Commission and its various advisory groups. But as of now we do not do this.
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There are States (recently and rather notably California) where the State
medical and State hospital associations have developed a joint program of ap-
proval by which they select site visit teams of peers, of clinical people of excellence,
to visit hospitals and to devote some time to a depth study of the kind of practice
that is being carried on. “Why do you have so many resections here?” “How
is it that you have so few or so many of this kind of diagnostic test?” “What
are the indications? These are the kinds of questions that might be asked in this
kind of a consulting visit to assess quality of medical practice.

It has been reported that of the accredited hospitals in California which have
been surveyed by this joint State program, 15 percent have been disapproved by
this State program.

They are studying an entirely different thing. Our standards are directed
toward the mechanisms, toward the environment which surrounds the practice
of medicine in institutions, and which are positive forces toward allowing it to be
of a high quality.

In other words, we do study a methodclegy rather than content. Our stand-
ards are directed toward such things as the physical plant and the physical environ-
ment of the patient; toward the organized structure of the hospital to assign re-
sponsibility and to assure direction to its activities; and to the screening of those
who are given privileges in the hospital to assure that they are competent to ful-
fill the privileges which they are granted. Our standards look to the required
functions of the medical staff as a unit rather than as individual practitioners and
to the hospital as an organization that will carry out a number of functions of
self-improvement and self-policing. These functions of the hospital would in-
clude such things as what is now called utilization review (it has been called other
names in the past) and the requirement that the hospital have nursing, laboratory,
X-ray, and dietary departments.

We will survey a hospital which has only a pediatrics unit—that is, a chil-
dren’s hospital without a medical department, or a children’s hospital which has
a medical department but not a surgical department. Our survey would include
psychiatric hospitals, or any kind of a hospital that is subject to these same stand-
ards. It does not depend on the kind of clinical departments or clinical services
it provides, but only on these basic central services and the things which I have
described.

Having established these standards, we have attempted to improve and refine
them over the years. Retaining the principle of minimum standards commen-
surate with quality patient care, the Joint Commission surveys hospitals and
evaluates them.

A survey is made by providing a two-part form (and I would like a workshop
on this some day soon if I can arrange one). One part is filled out by the hospital
people and provides all possible information and data they can as to the circum-
stances, and the second part of the form is filled out by a physician in our full-time
employ who visits this hospital. This visit lasts from 1 to 3 days. He talks to
representatives of the governing body, the administration, and the medical staff;
examines the physical plant; examines a sampling of the clinical records of pa-
tients presently in the house and recently discharged ; and examines a larger sample
of the record of the medical staff activities in the performance of their functions
(usually by looking at committee reports).
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Here, for example, is the distinction between what we do and what it is
thought we do. Neither the Joint Commission nor any of its representatives would
say to a hospital “We looked over the application of Dr. X and the recommenda-
tion in the governing board’s action as to privileges to be granted, and we think
he should not have been given these privileges.” Or the reverse, as the case might
be. Wenever challenge the judgment exercised. We insist on a judgment having
been exercised and that there be a clear record of this judgment, but the judg-
ment itself is the hospital’s obligation.

The third operation of the Joint Commission—that of education—is re-
grettably one of the least of the commission’s program. We carry out education
in several forms. The survey visit itself is an educational process, unfortunately in-
extricably tied in with the inspection process—that is, the grading and giving of
marks—but the main purpose of the tlme spent at the hospital is an educational
consultative process.

We carry out our education program by voluminous correspondence with
people who ask “What do you mean by this statement?”’ or “If we did this, how
would you construe this in terms of meeting standards?”’ or “What do you think
about the possibility of having this kind of requirement?”’ or “How would we meet
it if it were established?” We do publish a bulletin three times a year, but we do
very little else unless you are willing to call these poor efforts of mine around the
country educational.

We are on the verge now of attempting to develop an educational program
which is not just public information but which will be directed toward very specific
audiences, the first of which will be ourselves, our own staff. We are develop-
ing a highly intensified program of inservice training and annual reorientation of
our field staff and our central office staff to be sure that we know what we are
doing. As much as is possible with any group of humans, we hope to achieve
standard interpretations of situations which are found in our work. We have
alot of devices that we try to use to assure this.

We have a rule that the same surveyor never visits the same hospltal two
times in a row. This is not to avoid any development of a conflict of interest,
because they have treated him so hospitably that he becomes lax in his survey,
but rather because every one of our men has had some distinctive previous ex-
perience that influences his visit. Some of our men have been pediatricians, some
have been surgeons, some have come from Federal establishments in clinical medi-
cine and military services, and one has been a psychiatrist. When the pediatrician
gets there, you know the pediatric service gets the most attention; when the surgeon
gets there, he often spends an inordinate amount of time in the surgical unit; and
the obstetrician gives the nursery fits; etc.  So that over the years if we rotate the
visitors, the hospital gets a somewhat better balanced consultation.

We have not yet undertaken any research, but we feel its need is unques-
tionable. We see this as research in methodology, not into the advancement of
medical science. 'We hope to discover whether our files (we have dossiers on well
over 5,000 hospitals) contain data which are not replicated anywhere else in the
world—not even in the American Hospltal Association’s registration program——
and which may not be replicated in the collection of data through certifying
agencies. And we think (and have been told) that there is a great potential for
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investigation into the ways and trends of hospitals and other health facilities which
should be tapped and explored.

We have done only this much so far. Our bylaws provide that the members
of the Joint Commission corporation are free to delve into the files for research
purposes as much as they like, with the usual provision that any reporting does not
identify any individual place or persons.

And this winter we looked at the questions we had loaded into our forms.
Most of them, of course, were there to determine adherence to standards, but
some were included for other purposes—to see whether their validity could be
measured at all. We found a number of interesting discrepancies between ques-
tion 1 and question 13, for example, which were incompatible and which assured
us we have to revise our form. We have got to strip loaded questions which are
of no particular use.

Many years ago when I was a division chief in a public health department, I
asked my predecessor what use was made of a particular form. He said, “You
initial them.” Isaid, “Then what?” Hesaid, “Well, you fileit.” Isaid, “Then
what?” He said, “That’s all you have to do.” I think we are still doing some
of this. Some of the results are unfortunate.

For example, one of the questions we have on our form asks how many times
in the past year the hospital under survey has given a single blood transfusion to a
patient. Well, the inference is very clear. A single blood transfusion is either
not enough or too much. A single blood transfusion is probably a suggestion that
blood has been used too freely.

The result, of course, is not so much that blood use has been minimized as
that physicians routinely order two units of blood. Some of the hematologists
from various centers in the United States have taken it that we are doubling the
risk to patients that require blood, which is a somewhat hazardous therapeutic

tool. We agree, and we did not mean to do this.
Future research both into our own methodologies and into a study of the

trends in hospitals is very important. We do have a lot of data which may be
retrieved and be found to be useful. We are accumulating data at a great rate,
and that might be compiled in a better form to make them more useful.

Now finally, to show you how statistically naive we are, I will tell you the
annual statistics which we report. I think at the present moment there are some-
thing like 7,200 hospitals registered in the United States. This is a selection
process initself. In order to be registered with the American Hospital Association
(not be a member) a hospital must meet certain criteria in terms of the definition
content—physical plant and services provided, etc. Of the 7,200 hospitals only
about 6,000 are eligible for survey and accreditation by the Joint Commission on
Accreditation of Hospitals, because we do not visit hospitals of less than 25 active
adult beds. Asyet it does not pay them or us to include the smaller hospitals.

Of these 6,000 some 4,400 are currently accredited—about 60 to 65 percent
of the hospitals in this country are accredited by the voluntary program of the Joint
Commission.

This is somewhat better than it sounds because these 60 odd percent con-
stitute 85 percent of the bed days used and 86 percent of the live hospital births
that occurred in the past year. Obviously, we have under accreditation the larger
rather than the smaller hospitals.
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We have presently accredited something like 1,500 of the extended care facil-
ities of both classes. The denominator here is not known. You can get as many
guesses as people you ask—anywhere from 9,000 to 15,000 to 22,000 depending
partly on definition. But we have 1,500 accredited, practically all of which are
grandfathers which we have taken in from the three programs described before.

As rapidly as possible we are resurveying all of these grandfathers against our
standards which were adopted last year. Some of them will continue to be ac-
credited and some of them will not. And we are also doing surveys for the first
time in newly requesting institutions and adding a few each month. These are
volumetric data, that may be of interest, but this is only the surface, and we hope
very much to be able to go beneath that to do something better. This will depend
on the future.

The future also contains other things we hope to do in education—I mentioned
the inservice training program. I did not mention the kind of selected group
training for hospital personnel, for medical personnel, and for medical students.
We would hope to include such groups as the financial supporters for construction
of new nursing homes—people who cannot evaluate their potential for loans be-
cause of lack of information about the field.

We are, at the same time, actively examining the question of expanding the
categories of medical facilities which might be interested in voluntary accreditation.
We have already been approached by rehabilitation centers who are teamed with
sheltered workshops and college health services which now are surveyed only in
the process of the survey of the educational institution (as a minor service of the
educational institution). We would like 2 more intensive study of this area.

We have even been asked—and this is something I obviously would never
have dared suggest myself—to consider the possibility of an accreditation program
for group practices which have facilities. Since this might be an outpatient de-
partment without a hospital, it would be susceptible to a survey and a determina-
tion of maintenance of certain standards of physical plant and records and opera-
tion; and we may consider this.

So the future lies before us, but we feel rather shaky unless we can develop
better measurements in assessment of what we, ourselves, are doing.
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Mr. WooLsey. Thank you very much, Dr. Porterfield, for taking time out
to educate us in this very important activity. I think the implications for statistics
on health resources are very apparent.

I am particularly interested in this question of definitions in the area of health
facilities and organized programs of services, extended care facilities, etc. There
are numerous problems for statistical methodology in this endeavor.

It seems to me there is a great need for the statistics at least to be congruent
with and compatible with the standards that are being set by the accreditation
group.

But there are great difficulties in doing this since the accreditation program
goes into such depth and deals with such subjective problems that statistics can
only hope to be approximations. I think that some effort is being made at the
present time to develop new definitions for statistical purposes that will come closer
to those really needed in these fields.

I should think also that the Joint Commission would be a heavy user of statis-
tics, as well as a producer of statistics, for example, on the whole population of
health facilities.

As I say, there are many implications for statistics, and I hope that from time
to time we can hear further about this as the program of the Joint Commission
grows.

Our next speaker is also an old friend of ours. He is the man whom I call
the cool man on the hot spot in health statistics. I would say he is probably one
of the men who is on the hottest spot at the moment of any of us, but he is the man
to handle it. A cooler customer you have never seen. I have had opportunities
to meet with him in recent weeks, and I feel he is bearing up extremely well under
the challenge of whatlies ahead.

Many of you knew Howard West when he was chief of the Statistical Process-
ing Branch of NOVS. Later he became chief of the Biostatistics Division of the
District of Columbia Department of Public Health and then became chief of
program planning in the District of Columbia Health Department. From there
he moved to become director of the Division of Research and Statistics of the
Group Health Association of America. Howard is now director of the Division
of Health Insurance Benefits Studies in the Office of Research and Statistics of the
Social Security Administration and has responsibility for the development of the
statistical program of the health insurance benefits program—Medicare. Howard
is going to talk to us this morning about the Social Security Administration’s sta-
tistical program on health care of the aged.

52



Social Security Administration’s Sta-
tistical Program on Health Care of

the Aged

Mr. Howard West, Director, Division of Health Insurance Benefits
Studies, Office of Research and Statistics, Social Security Administra-
tion

In less than 2 weeks about 19 million aged persons will become eligible for
health insurance benefits under the Social Security Act. These are basic benefits
providing payment for the costs of hospital care and for posthospital care in ex-
tended care facilities and at home, and supplementary benefits on a voluntary
basis providing payment for a substantial part of physician services and other
medical care services not covered by the basic benefits.

A means for obtaining complete, systematic, and continuous information
about the amount and kind of health care services used by the aged and the cost
of such services will also become available for the first time as a byproduct of
benefit payment operations. The health insurance benefits program will thus
create the opportunity for obtaining statistics of unprecedented volume and detail
on the patterns of health care of aged individuals. It will provide the basis and
opportunity for research in the field of medical care to measure the impacts on
other public and private programs and identify and define program gaps and
problems of extending the system to meet unmet needs.

Plans for the program of statistics, analytical studies, and research are also
firmly rooted in the needs for the information that will become available after
July 1. Evaluation of the program by the Administration will rest in large
measure on analysis of the statistics derived from program operations. In fact,
the primary objective of the statistical program will be to provide the data needed
to evaluate the program and measure its performance.

Needs for data by organizations and persons other than the Social Security
Administration will also be taken into account. Obviously a wide variety of data
will be needed to satisfy all these needs.

What I would like to do is to limit my discussion of our program to the basic
characteristics of the data collection system and the sources and types of data which
we will obtain, and to leave to you and to further discussion later in the day some
of the implications of these data.

One of the things that was mentioned earlier by Dr. White which seemed to
me of considerable significance and which we have all been very much aware of
is the need for a population base and for demographic characteristics of that popu-
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lation in any program of statistics. As I am sure you are aware, we are in the posi-
tion in this program where we have such information.

Let me further define this for you. There are in reality two programs. One
of them is the basic program of hospital coverage which is available to almost all
people over 65, and the other is the supplemental insurance program which covers
those people who elected to pay $3 a month, to have this insurance coverage.

There are probably close to 19 million people who are eligible for the first
program, for the hospital insurance program, and for these people there is informa-
tion with regard to their exact date of birth, their sex, for most of them their race,
their residence, and certain other information, most of which has been available
for some time in social security records. For many of these people who have
recently become known, information on them is less available.

There are people who have become known to us because of the fact that, as
you may all recall, some 2 or 3 years ago the Internal Revenue system adopted
the social security number for identification purposes, and those people have now
been matched with social security numbers in the process of attempting to reach
everyone possible for the supplementary medical insurance program.

Thus, for the part A program we have basic population data and for the part
B program we have the same data, with the differential being that of about 95
percent of the people who have been reached close to 17, million people have
elected to be covered under the part B program.

We have identification of these people with the most significant character~
istics. And perhaps most important, we have a number which identifies each
of these people—the social security number or the railroad retirement number
(which has been modified slightly in order to adapt it to the health insurance
program). ‘

Now in the part A hospital insurance program, there are certain factors
which have pointed the direction for the development of the statistics under the
program. _ '

The principal factor here is something which in the legislation is called the
spell of illness. The spell of illness as defined is a method for determining when an
individual covered in the program can renew his entitlement for care (or the num-
ber of days which are available to him). These are 60 days’ full coverage with a
slight deductible and 90 days of partial coverage.

In order to keep track of the use of these days and of the spell-of-illness factor,
it became clear that it was necessary to record at a central point all of the data
which related to the use of hospital services, particularly the use of these days of
service.

There are other factors in the legislation which enhance this need, one of
which is the psychiatric limitation, a limitation with regard to the use of hospital
psychiatric days, and that limitation is 190 days during a lifetime.

But in any case, these particular aspects of the program made it clear that
a central recording of the use of services was essential.

It is on that account and with that very strong boost from the legislation itself
that we have set up in Baltimore a central records system into which will flow 100-
percent data about the use of hospital care and all the other aspects of the part A
program, the extended care facilities use, the home care services, the use of psy-
chiatric hospital facilities, and also the use of TB facilities.
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This information will come in through a wire system direct from the hospitals
through the intermediary initially as an admission notice. This way we will know
within a few days of the time that a patient is admitted to a hospital that in fact
that patient is in the hospital. At that time the hospital is notified as to the num-
ber of days available for payment, and, of course, whether or not the individual
is known to the system.

At the time of discharge the actual bill for the services provided (which again
flows through the intermediary for payment) is sent to Baltimore. Just about
the entire content of this bill, which includes such things as date of admission,
date of discharge, length of stay, and also diagnosis and surgical and other pro-
cedures, is recorded into the continuing record. The principal purpose of the 100-
percent recording, as I said earlier, is to keep account of the number of days of use
and of the spell-of-illness factor which requires that a person remain out of an
institution for 60 days from the last date of discharge in order to renew his en-
titlement to days of care.

The spell-of-illness factor has one additional effect on statistics. In order to
get into the system the fact of discharge and to then keep track of the 60-day gap
which is required for renewed entitlement of coverage, we will be getting a dis-
charge which occurs after coverage has been used up. In other words, if the
patient is in the hospital for 120 days and payment for services stops at 90 days,
a discharge report has to be received in order to inform the system about the spell
of illness.

Looking forward to the statistical aspects of the program we expect that we
will have almost complete (it is never 100 percent complete) data on the utiliza-
tion of hospital services. This data will afford us the opportunity to have not
only the days of coverage and usage in those terms, but also the diagnosis at dis-
charge and the procedures which occurred during the hospital stay.

The same situation will exist with regard to use of extended care facilities
where the coverage period is 100 days and where stays in such facilities are included
in the spell-of-illness concept. \

However, it is very highly likely that we will not have as complete reporting
of discharges for extended care facilities for the obvious reason that some patients
stay in them well beyond 100 days and some of them stay in well beyond a num-
ber of years. Thus our control and our knowledge about this aspect of the pro-
gram are considerably different than they are for short-term hospital stays.

Now let me mention one thing about the hospital data—while we will be
getting 100 percent data for hospital stays, we will not be entering codes for
diagnoses and procedures into the record for 100 percent of the cases. We have
determined upon a sample coding procedure which will code 20 percent of these
discharges. 'The sampling procedure is based on the social security number.
We will be sampling certain terminal digits of the social security number which
refer to individuals, and whenever a discharge record for those particular num-
bers comes into the system we will be coding that particular discharge notice and
bill for diagnosis and for surgical procedure.

In the part B program which has been elected by something like 95 percent
of the aged whom we were able to reach to date, the situation is entirely different
with regard to the flow of data.

What has been developed in the part B program is a standard single form
for billing purposes which will be used by physicians and by other medical sup-
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pliers such as independent laboratories. We feel this form has been a major
advance in the whole area of medical care statistics because it links together in
data form some rather critical items of service. These are the date of service, the
place of service, the diagnosis or the condition and the treatment or the procedure
which the physician used, as well as the charge for these identified services. And
the concept in this form is that for each date of service and for each visit these five
items of information will be linked together.

The flow of data will be from the physician to the intermediary if the phy-
sician has accepted assignment of the bill from the patient, or from the patient
to the intermediary if the physician has not accepted assignment and has instead
asked the patient to pay him directly and then be reimbursed by the intermediary
for the reasonable charges for the service.

In any case, all of these bills will go to some 48 or 49 fiscal intermediaries
who are assigned to various geographic areas throughout the country. These
bills will not come into Baltimore on a 100-percent basis, but instead we have
specified a 5-percent sample of social security numbers to all intermediaries.
Copies of these bills will be sent to Baltimore for detailed coding of diagnosis, pro-
cedure, and the other elements which are covered by the bill.

The 5-percent sample is a subsample of the 20-percent sample, so that the
same patients will fall into both the hospital and the medical side of the sample
and it will be possible thereby to link these two pieces of information together.

Because the hospital discharge sheet will contain diagnoses at discharge and
the surgical and other procedures, if any, which were provided during the patient’s
stay, this becomes a rather interesting thing about which to speculate. The medi-
cal bill will show the diagnosis and the procedures which the doctor puts down as
those which he provided this patient in that hospital, and we are going to be ex-
tremely interested in seeing what these two things look like when we match them up.

A payment record for 100 percent of these bills is needed in order to deal
with the financial aspects of the program. We have added some statistical in-
formation to this payment record which we think is essential in order to do cer-
tain things which are not possible with the 5-percent sample.

These items have been added primarily because, while we have a sample of
individuals in the 5-percent sample of bills, we really have no sample of anything
else but individuals. We do not have a sample of the providers of service in the
part B program at all. And we felt that in order to properly understand the pro-
gram’s workings and to attempt to evaluate the program we needed to be in a
position to draw other samples with regard to the kinds of care that were being
paid for and provided.

In the 100-percent payment record we have asked for information on the
identification number used by the intermediaries for the physicians or suppliers
providing the service, whether the physician was board certified, and what the
physcian considers his specialty to be.

We have also added information as to whether or not the bill was paid to the
patient or paid to the doctor.

What we have in the 100-percent payment record is a sampling frame which
will allow us to look into certain questions about physicians and other suppliers on a
very small sample basis by careful stratification of the data which is reflected in
the payment records, and to go back to the intermediaries and pick up the small
samples of bills for coding and further study.
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I think it is important to mention that in the part B segment of the program
there is a limitation which is going to be extremely troublesome with regard to
statistics. That limitation is that the patient must pay for $50 worth of medical
services before any reimbursement takes place, so that for all patients who do not
have enough medical service in a particular year to have expended $50 for that
service we will have no information about their medical service use.

When the patient does reach the $50 limit and begins to submit bills for reim-
bursement, he must also submit the first $50 worth so that the intermediary can
determine whether the bills for that $50 represented reasonable charges in order
to determine that he is reimbursable. And in this 5-percent sample we will be get-
ting the first $50 worth of bills, but we will not have these bills or this reflection of
use of service where the patient did not reach this level or where for a variety of
reasons he did not submit any bills for reimbursement even though he may have
gonebeyond the $50 expenditure level.

Also I think it will be clear that in both parts of the program, but particularly
in the part B segment of the program, the statistics which will be reflected by the
flow of bills will be very difficult to identify for considerable periods of time with
regard to the calendar. Inthe Blue Shield and other third-party-payer experiences
some 10 percent of physicians do not submit bills until after the sixth month follow-
ing the date of service. Based on this knowledge of physicians’ billing practices it
is going to be difficult to relate the data to the calendar without a f; airly considerable
lag.

Where we get to the other side of the payment process, where the patient pays
the physician or needs to pay the physician because the physician will not accept
assignment, and then submits the receipted bill for reimbursement, the lag is really
quite unknown and unpredictable, but will undoubtedly be even longer than that
for physicians. Many of these people will have difficulty paying the bill and will
take longer periods of time to save the money needed to pay the bill in order to
get a receipted bill to present to the intermediary for reimbursement.

This problem disturbed us sufficiently so that we decided to do something
to ascertain more about what was happening in the program than we would know
with the flow of bills. On that account we have been working very hard to try
to get into the field by July 1 with an interview survey of sub-, sub-, subsample
of the same set of numbers in which we will be asking each one of these people
about their use of medical care services and their expenditures for these services
during each month.

This sample has been selected and these same individuals will be followed
through the end of this calendar year. Each month an interviewer—this we
hope will be the Census Bureau—will go to this individual and attempt to learn
from him his use of covered medical care services during the preceding month.

On October 1 we will have another sample which will carry through for 15
months where again these people will be interviewed each month in order to try
to determine from the interview their actual use of medical care services during
the preceding month.

In using these two statistical approaches, we are dealing on the one hand
with events as they occur on a current basis (through the interviewing technique),
while in the other case essentially we are dealing with a flow of paper as we go
along with the calendar. Thus it will not be until a fair amount of time has
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elapsed that we will have the great majority of the bills representing the services
which occurred during particular time periods. At that time we can go back and
specifically reconstruct the services which were incurred during the calendar
months or any other kinds of time periods.

One of the things that we hope to be able to do from a methodological point
of view to learn more about the whole interviewing process is to match the bills
which we get for the interview sample with the interview data that we get from
the interviewer and attempt to evaluate the success and completeness of the inter-
viewing process.

1 think that this gives you a bird’s-eye coverage of what our basic program
will be. Let me summarize. We will have data for the aged on their entire use
of acute general hospitals and on a significant amount of their use of extended
care facilities. We will have data on their use of physicians’ services and on their
needs for laboratory, X-ray, and other services, and how that is used. And we
will be able to link these data not only from these two separate programs, but to the
individuals who are using them. We will be able to relate these data to a popula-
tion which is a known, identified specific population, so it will be possible to create
rates of various kinds and have a clear picture of utilization of services under
this program by the aged.

There are many other things which are elements of the program. This after-
noon at the work session we will give you a fuller description of the statistical pro-
gram in the form of a handout, and we will also provide copies of the forms which
are really the basic elements of the program, the hospital discharge billing form and
the form which is used in the billing for medical care services.

PLANS FOR HEALTH INSURANCE STATISTICS
1. INTRODUCTION

On July 1, 1966, an estimated 19 mil- operations. Another first will be the

lion aged persons become eligible for
health insurance benefits under the So-
cial Security Act—basic benefits provid-
ing payment for the costs of hospital care
and for posthospital care in extended-
care facilities or at home; and supple-
mentary benefits, on a voluntary basis,
providing payment for a substantial part
of the cost of physicians’ services and
other medical care services not covered
by the basic benefits. A means for ob-
taining complete, systematic, and con-
tinuous information about the amount
and kind of health care services used by
the aged and the costs of such services
will also become available for the first
time as a byproduct of benefit-payment
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availability of data showing where the
aged obtain such services which can be
linked to characteristics of the aged ben-
eficiaries and the providers of service.

The HIB program will thus create the
opportunity for obtaining statistics of un-
precedented volume and detail on the
patterns of health care of the aged indi-
viduals, providing the basis and oppor-
tunity for research in the field of medical
care to measure the impacts on other
public and private programs, identify
and define program gaps and problems
of extending the system to meet unmet
needs.

Plans for the program of statistics, an-
alytical studies, and research are also




firmly rooted in the needs, that are now
being defined, for the information that
will become available after July 1, 1966.
Evaluation of the program by the Ad-
ministration will rest in large measure
on analysis of the statistics derived from
program operations. In fact, the pri-
mary objective of the projected statisti-
cal program will be to provide data
needed to evaluate the program and to
measure its performance. Needs for
data by organizations and persons other
than the Social Security Administration
will also be taken into account. Obvi-
ously, a wide variety of data will be
needed to satisfy all of these needs.

a. Program and utilization
statistics

1. Statistics on the kinds and costs of
specific medical care services used
by the aged, including statistics
measuring and describing utiliza-
tion of hospitals, extended care fa-
cilities, and home health services
(number of admissions and dis-
charges, admission and discharge
rates, length of stay, number and
rate of surgical procedures, costs of
services) ;

2. Statistics on utilization of physicians’
services (number and rate of visits,
place of visit, nature of treatment,
charges for services) and other
medical services, including labora-
tory tests, prosthetic appliances,
etc.;

3. Statistics on the demographic and
appropriate medical characteristics
(age, race, sex, place of residence,
diagnosis, surgical procedures, etc.)
of beneficiaries using and not using
medical care services under the
health insurance benefits program;

4. Statistics analyzing trends in utiliza-
tion and costs;

5. Statistics analyzing geographic dif-
ferences in the amount, kind, and
costs of services used.

b. Provider statistics

1. Comparative statistics for individual
providers—hospitals, extended care
facilities, and home health agen-
cies—on variability in utilization
(number of admissions and dis-
charges, length of stay, admission
and discharge rates) and in charges
and costs per day and for specified
services;

2. Statistics on comparative trends in
utilization and costs among individ-
ual providers;

3. Statistics on characteristics of provid-
ers (size, location, type of services
available, affiliations, accreditation
status, characteristics of staff, etc.) ;

4. Comparative statistics for individual
intermediaries on number and rate
of utilization of physician services
and on charges for specific services;

5. Statistics on operation of utilization
review plans;

6. Statistics analyzing geographic differ-
ences in the amount, type, and
costs of services provided.

c. Operating statistics

1. Statistics for administrative and man-
agement purposes, Including aata
on HIB claims operations and
workloads;

2. Statistics on processing times, billing
lags, and other time lags;

3. Statistics on State agency operations;

4. Statistics on the performance of ad-
ministrative agents, including data
on workloads, productivity, and
costs.

All of these data will be obtained re-
currently as a byproduct of the claims
billing and payment process. This sec-
tion focuses on such recurrent data.
They will, of course, be supplemented as
required by special ad hoc studies and
surveys.

59

e AT - =




. SOME BASIC CHARACTERISTICS OF
THE DATA COLLECTION SYSTEM

There are several items which are
basic to the whole data collection system
and which, to a great extent, define and
delineate the kinds of byproduct statis-
tics that will be available. A brief de-
scription of these key items follows:

a. Records for individuals

Data will be collected and maintained
on an individual person basis. Thus,
the individual and his experience under
the program will be the basic axis of sta-
tistical analysis. Data for individuals
will be cumulated over varying lengths
of time as desired, making it possible to
obtain longitudinal data over time for
individual beneficiaries.

b. Centralized records

Master records of health services uti-
lized by all aged persons covered under
the HIB program will be maintained on
a centralized basis by the Social Security
Administration. The central record sys-
tem will receive copies of admission
notices from hospitals, extended care
facilities, and home health agencies.
Copies of billing forms will also be re-
ceived at the time an aged person is
discharged from a medical care facility.
Similarly, copies of bills from physicians
for services under part B of the program
will be received by SSA after payment
by carriers.

¢. Comprehensive coverage of
specified services

The Social Security Administration
will be in a position to obtain all of the
utilization experience of aged persons for
parts of the hospital benefit program.
Reports of all stays in a hospital or ex-
tended care facility, including stays in
nonparticipating institutions, and days
of care not covered or reimbursable un-
der the program, will be necessary to
administer the spell-of-illness provision
in the law.
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d. Centralized statistical
reporting

Concomitant with the maintenance of
central records will be the preparation
centrally of program statistics. Almost
all statistics needed by SSA will be ob-
tained directly from copies of hospital
bills or physician’s statements. Inter-
mediaries will not be required to prepare
routine detailed statistics.

lll. SOURCES AND TYPES OF DATA
{(CONTENT OF MASTER RECORDS)

How will HIB statistics be collected?
What will the sources of the data be?
What kinds of information will be col-
lected? Very simply, a file will be estab-
lished of all persons eligible for benefits
under the program. To this file will be
added information about the services
utilized by these beneficiaries. A file
will also be established for all providers
(hospitals, extended care facilities, and
home health agencies). As necessary
and desired, information from this file
will be merged with information about
eligibility and utilization. All of this
will be accomplished centrally by SSA.
In addition, intermediaries will be asked
to provide limited and gross statistical
information related to their operations.

a. Eligibility records and

statistics

Administration of the HIB program
will require establishment of a master
record that identifies every aged person
who is eligible for health insurance bene-
fits and that shows whether he is entitled
only to hospital benefits, to supplemen-
tary medical insurance benefits, or to
both. Eligible persons will be identified
from a variety of sources:

1. OASDI and RRB Records—Old-age
and survivors insurance and Rail-
road Retirement Board beneficiaries
are automatically entitled to bene-
fits under the basic hospital insur-
ance program. Old-age benefici-
aries and their aged dependents will




be identified from benefit paymen.
records that are now maintained by
the Social Security Administration
and the Railroad Retirement
Board.

2. Application for Supplementary Med-
ical Insurance—Since all aged per-
sons must positively register their
desire to participate in the supple-
mentary medical benefit program,
forms have been sent to all current
beneficiaries to determine whether
or not they wish to enroll in the sup-
plementary program. Their replies
will be made part of the master eli-
gibility record.

3. Applications by Uninsured—Aged
persons who are not receiving social
security or railroad retirement ben-
efits must apply for entitlement to
hospital insurance benefits. At the
same time, they will indicate
whether they wish to enroll in the
supplementary medical insurance
program. They will be identified
and added to the master eligibility
record as a byproduct of this proc-
ess.

The same sources and much the same
procedures will be used to maintain and
update eligibility records—i.e., to add
the newly aged, eliminate those who die,
identify those who withdraw from the
supplementary program, keep track of
those who move, etc.

The master eligibility record plays a
very important role in the statistical pro-
gram. First, it is the source of informa-
tion and statistics on the demographic
characteristics—age, sex, race, place of
residence—of each aged eligible person.
Second, since it identifies individuals eli-
gible for part A benefits only, for part
B benefits only, and for both part A and
B benefits, it serves as the base for the
computation of various utilization
rates—rates for all aged persons, for
selected subgroups, such as public assist-
ance recipients, railroad retirement bene-
ficiaries, and other major groups.

b. Uiilization Records and
Statistics

As previously indicated, each use of
services under the HIB program will be
recorded centrally in a master utilization
record maintained by the SSA to meet
administrative and operating needs.
However, the amount of information to
be recorded for the basic hospital insur-
ance program differs from the amount
of information to be recorded for the
supplementary program. As a result,
the way in which data will be collected
for the two programs also differs and is
described separately:

1. Hospital and Institutional Utiliza-
tion—Each episode of hospitaliza-
tion, each use of extended care facil-
ities and of home health services by
each individual beneficiary will be
recorded in the master records.
The information for the record will
be derived from admission notices
and billing forms that will be sub-
mitted by participating facilities
every time an aged person is ad-
mitted and discharged. The rec-
ord will be serial-type—i.e., detailed
information will be added sepa-
rately to each individual’s record for
each utilization episode. In this
way, a history will be built up for
each individual that'will permit any
summarization or cumulation need-
ed or desired.

The basic unit of data input to
the record is the billing form.
‘What information for statistical use
will it provide? Without listing
each item in detail, the more signfi-
cant information are summarized
below:

a. Period of use—date of admission
and of discharge, length of
stay, discharge status;

b. Diagnostic information—all of
the diagnoses shown on the
hospital discharge sheet, al-
though only the primary diag-
nosis will be coded for a 20-per-
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cent sample of beneficiaries
and tabulated routinely;

c. Surgical information—all of the
surgical procedures performed
during the period covered by
the bill, including the dates for
each operation; if multiple
procedures are reported, only
the “most significant” will be
coded for a 20-percent sample
of beneficiaries and tabulated
routinely;

d. Charge information—total
charges, covered and noncov-
ered charges for the episode
and source of payment; non-
covered charges will show sepa-
rately amounts covered by the
deductible and amounts cov-
ered by coinsurance provisions
of the law.

2. Utilization of Physician’s Services—

62

The process for obtaining statistics
relating to physicians’ services under
the supplementary insurance pro-
gram will differ from that described
above under the hospital insurance
program. Statistics will also be de-
rived from copies of bills—either
the physician’s own statement or a
billing form. However, in this
area, the statistical process and rec-
ords will be separate from the ad-
ministrative records and process.
The reason for this separation is
that copies of all physicians’ bills are
not needed for administrative and
operating purposes as the spell of
illness provision and other limita-
tions do not apply to physicians’
services with the exception of out-
patient psychiatric services. As a
result, statistics on physicians’ serv-
ices will be obtained for a 5-percent
sample of beneficiaries.

It is clear that for statistical pur-
poses the information needed is the
diagnosis or condition being treat-
ed, the date(s) and place(s) of
treatment, a description of each

service or procedure performed,
and the charges involved. It
should be emphasized that the re-
porting configuration which is es-
sential for statistical purposes will
provide direct relationships be-
tween time(s), place(s), proce-
dure(s), and charge(s) and the
specific diagnosis or condition in-
volved. In other words, the system
is intended to provide data on num-
bers of visits to physicians made by
individuals and to relate them to
the conditions being treated, the
nature of the treatment involved,
and the charges for the services.

These requirements relate specif-
ically to medical treatment regard-
less of place of treatment. The
requirements where surgery is in-
volved will be less detailed in that
specification of the date and place
of each “visit” is not meaningful or
applicable. For surgical cases, the
statistical requirements will follow
current practices in the field—i.e.,
since surgical care is regarded as a
unit, including preoperative and
postoperative care, counts of visits
for such cases will not be main-.
tained.

One other major difference be-
tween the procedure for obtaining
hospital statistics and that for physi-
cian statistics is that complete re-
porting of physicians’ services will
not be possible due to the $50 de-
ductible that must be met before an
individual’s doctors’ bills may be
paid under the supplementary in-
surance program. As a result, the
statistics will cover only those per-
sons who have more than $50 of
physicians’ bills during the year.
Special studies will be required to
measure the amount of use involv-
ing less than $50 annually.

c. Provider records and statistics

Every hospital, extended care facility,

and home health agency that wishes to
participate in the HIB program will



need to file an application for this pur-
pose. This application will be used by
the States in certifying providers for par-
ticipation in the HIB program. The
application forms will also provide de-
tailed information about each provider
for statistical purposes. The items to be
used statistically will include:

1. Geographic location (State and
county) ;
2. Number of beds;

3. Type of control (nonprofit, proprie-
tary, State, county, city, etc.) ;

4. Types of services provided ;

5. Accreditation status, medical school
affiliations, identification of ap-
proved training programs;

6. Characteristics of the staff including
figures on number of physicians,
registered professional nurses, quali-
fied speech therapists, home health
aides, licensed practical nurses, and
other skilled medical care person-
nel;

7. Number of admissions and discharges,
number of patient days, and num-
ber of persons served each year
(both total and those covered by the
HIB program) ; and

8. Reimbursement rate.

This information will be recorded in
SSA records and will be updated as
States periodically recertify providers.
Data will also be updated from annual
or semiannual financial cost statements
furnished by each provider. In addi-
tion, records for new providers will be
added to the files and those for providers
who leave the program will be elimi-
nated.

Obviously, these records will be the
source of a variety of statistics dealing
with the characteristics of hospitals,
nursing homes, and home health agen-
cies participating in the HIB program.
Over time, the data will show changes in
the types of services offered by partici-
pating hospitals and other institutions as
well as changes in the number and kinds

of medically skilled personnel they em-
ploy. Data from these records com-
bined with utilization data will show the
types of medical facilites in which the
aged get their care as well as the extent
to which the characteristics of various
providers are related to differences in the
amount and kinds of services used by the
aged.

IV. ANALYTICAL STUDIES

In addition to providing basic pro-
gram operation data on a recurrent basis,
the statistical program is being designed
to provide the basis for a variety of spe-
cial analyses and analytical studies to
evaluate the program and measure its
performance. The Administration, the
Congress, and many outside groups will
be concerned with assessment of the pro-
gram operation and achievements in
terms of the goals of the program to pro-
tect the aged persons against the cata-
strophic costs of hospitalization and ill-
ness and to provide quality hospital and
medical care in the most efficient and
economical manner. '

A series of studies are planned to ana-
lyze the utilization experience, charges
and costs, provider and beneficiary rec--
ords, carrier operations, and the eco-
nomic and social data available from the -
HIB records to provide knowledge for
evaluating the program’s attainment of
its purposes and to determine the need
for legislative changes to facilitate effec-
tive operation.

The following are several examples
and illustrations of the type of analytical
studies to be undertaken:

a. Studies of the effectiveness of
administration

1. Role of Intermediaries—The Dbasic
responsibility for administration of
the program rests with the Secretary .
of Health, Education, and Welfare.
Within this authority, primary pro-
gram and administrative responsi-
bility will be with the Social Security
Administration, which will use ap-
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propriate State agencies and inter-
mediaries nominated by providers
of services to assist in the admini-
stration of the program. Under
the hospital insurance plan, groups
of providers, or associations of pro-
viders on behalf of their members,
may nominate a national, State, or
other public or private agency or
organization to serve as fiscal inter-
mediaries between themselves and
the Federal Government. The
intermediary will determine the
amount of payments due upon pre-
sentation of bills from hospitals and
other institutional providers and
will make such payments.

Studies will be undertaken to
analyze the operations of these
intermediaries with respect to the
effective and efficient operation of
the program. Differences among
carriers in their operating costs,
methods of payments, procedures
for claims review, billing lags, and
other administrative responsibilities
will be reviewed and analyzed in
detail.

2. Determination of Reasonable
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Charges—Where payment is on the
basis of charges for physicians’ serv-
ices and medical and other health
services, the intermediaries or car-
riers are to take action to assure that
the charge on which the reimburse-
ment is based is reasonable and not
higher than the charge used for re-
imbursement on behalf of the car-
riers’ own policy holder or sub-
scribers for comparable circum-
stances. In determining reason-
able charges, the carriers will have
to consider the customary charges
for services generally made by the
physician furnishing the covered
services, and also prevailing charges
in the locality for similar services.
Studies will be conducted of the
geographical variation in actual
charges for physicians’ services for
comparable procedures as related to
characteristics of beneficiaries and

1. Recertification

providers. These studies will give
some clue as to the extent to which
the carriers are effectively carrying
out this important function and
provide a basis for special studies.

3. Utilization Review—Hospitals and

extended care facilities participat-
ing in the hospital insurance pro-
gram will be required to have in
effect a utilization review plan pro-
viding for review, on a sample or
other basis, of :

a. Admissions of beneficiaries of the
hospital insurance program to
the institution;

b. Length of stays; and

c. The medical necessity for services
provided and facilities.

Statistical studies will be required
analyzing the variations in institu-
tional stays for comparable diagnos-
tic categories in terms of geographi-
cal location and type of institution
to evaluate the function of utiliza-
tion review.

b. Analytical studies relating fo

specific provisions of the law
Requirement—The
law provides that the physician re-
certify each case of inpatient hospi-
tal service no later than the 20th
day of the period that the services
are required for an individual’s
medical treatment. This recertifi-
cation requirement will be analyzed
in terms of its effect on inpatient
hospital stay, according to type of
hospital, geographical location, and
the distribution of actual days of
stay in various hospitals.

2. Spell-of-Illness Requirement—Inpa-

tient hospital and extended care
services within specified limitations
are provided under the law for each
spell of illness. The term “spell-of-
illness” is defined as beginning the
first day (not in a previous spell of
illness) in which an individual is
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furnished covered inpatient hospital
or extended care services and end-
ing with the last day of the first 60
consecutive day period during
which he was not an inpatient in a
hospital or extended care facility.
Studies of the impact of this require-
ment will be made in terms of the
average duration of spells of illness,
number of beneficiaries who ex-
haust benefits during single spells of
illness, average duration of time be-
tween exhaustion of benefits and be-
ginning of a new spell of illness, and
the percent of total costs of care in
hospitals not covered because of the
spell-of-illness concept.

3. Reasonable Costs—Payments to pro-

viders of service under Part A will
be made on the basis of reasonable
costs of the services furnished. The
costs of services in hospitals and ex-
tended care facilities vary widely
from one institution to another re-
flecting differences in quality and
intensity of care. Reimbursement
rates and the method for determin-
ing reasonable costs will be ana-
lyzed in terms of geographical
variations, type of facilities, and
services provided.

4. Transfer Agreemenis—One of the

conditions of participation for an
extended care facility is that it must
have a transfer agreement with at
least one participating hospital (ex-

cept under special circumstances). -

A transfer agreement is one which
provides, in writing, for the trans-
fer of patients between the hospital
and extended care facility whenever
such action is medically appropri-
ate, as determined by the attend-
ing physicians. Analysis will be
made of the varying types of trans-
fer agreements, how this require-
ment is implemented on a geo-
graphical basis, and its effect on
patterns of care received under the

program.

5. Limitation of Inpatient Mental Hos-

pital Care—There is a lifetime
limit of 190 days of covered services
in psychiatric hospitals. Psychi-
atric care in general hospitals,
however, does not count against the
190-day lifetime limit. Statistical
study will be undertaken to deter-
mine the number of persons who
exhaust these benefits, the number
and extent of psychiatric services in
general hospitals, and emerging
trends in this area.

c. Analytical studies related to

utilization and costs of health
services

1. Utilization of Hospital and Medical

Services—The availability of a pop-
ulation base will permit the calcu-
lation and presentation of a wide
variety of utilization rates for popu-
lation subgroups. In addition to
the utilization data, the basic statis-
tics will include data on total and
covered charges for the various
types of services. The potentiali-
ties for combining and cross-clas-
sifying utilization data by the
characteristics of beneficiaries and
providers of services open new vistas
for analysis and study of variations
in patterns of use of hospital and
medical services and the- factors
affecting such variation including
geographical and socioeconomic
differences.

2. Longitudinal Studies—The availabil-

ity of statistical data on utilization
of hospital and medical services for
each individual beneficiary pro-
vides the opportunity for longitud-
inal studies of the patterns of cov-
ered services received by individ-
uals over time. Individual use of
services can be followed and stud-
ied beginning at age 65 (or the start
of the program) in terms of the’
characteristics of the beneficiaries
and the type and extent of services.
received.
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3. Provider Experience Under the Pro-

gram—The considerable fund of
data relating to the characteristics
of the providers of service, their re-
imbursement rates, and the utiliza-
tion of their services will provide
the basis for a variety of studies.
Studies will be undertaken to deter-

mine where beneficiaries in a given
geographic area receive their medi-
cal services and where hospitalized
persons come from. The availabil-
ity of hospital and medical facilities
will be examined in terms of the
adequacy of existing facilities for
purposes of the program.

Mr. Woorsey. Every time I hear Howard speak about this, he speaks with
greater confidence that it is all going to come about, and at this point I really think
it will.

As you can see, it is a terribly intricate system. But it does appear as if for
one important group of the population we are going to have a large volume of data
on medical care. As I say, it sounds terribly intricate, and I believe that one is
going to have to understand the system very thoroughly in order to interpret the
data. But asis quite proper, it is primarily designed as an intelligence system, as a
monitoring system for the needs of the program.

But I hope that when it all settles down and is working properly we will have a
series of publications that will be designed to serve the needs of public health. It
certainly is another situation where it behooves us to really study and understand it
and to try to make our own data compatible with the provisions of this significant
act.

As an old time bureaucrat, I am completely astonished, thrown off my stride,
and extremely pleased to find such a person as our next speaker occupying high
office in the Department of Health, Education, and Welfare. It isn’t that we have
not had wise and excellent people in these positions before; but we seldom have
had the opportunity to deal with a person who from the outset has had such a
broad understanding of our problems, and I think I can speak not only for the
National Center for Health Statistics but for the whole Public Health Service in
this regard. Furthermore, from my own experience he is a man who listens and
rapidly absorbs ideas that are new to him. In short, it is a pleasure to have him
in the hierarchy of people under whom we work.

I have a long curriculum vita on Dr. George Silver, and I am not going to re-
view the whole of it. I have a long list of publications as well. I am particularly
interested, however, to note that in the course of his career—this is something 1
had not been aware of—he was health officer of the Eastern Health District in the
Baltimore City Health Department. This is one of the places where health sur-
veys and morbidity studies really had their origin. I am sure he must have been
somewhat in touch with those activities when he was there.

So it is a great pleasure for me to introduce the Deputy Assistant Secretary for
Health and Scientific Affairs of the Department of Health, Education, and Wel-
fare, Dr. George A. Silver, who will speak to us on extending the range of useful-
ness of vital and health statistics.
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Federal-State Partnership in
Medical Care Statistics

Dr. George A. Silver, Deputy Assistant Secretary for Health and
Scientific Affairs, Department of Health, Education, and Welfare

I am not quite sure I know how to respond to that introduction. You might
say that it will be one of the instances in a public address where the introduction
outweighs the volume or the value of the presentation (and maybe it is not such a
rare situation). But thank you anyway.

I am very happy to be able to participate in a program of this kind because
the matters that are under discussion have been of great interest and concern to
me and, I know, to many others for a number of years. I think that the emergence
of health services as a prime area of concern has made the discussion even more
valuable and even more important.

It was not too long ago that the development of policy in the improvement of
health services was pretty much limited to conceptualization without much refer-
ence to any factual base. Serious students had opinions, but decisions were
reached empirically. I say this despite the fact that collection of public health
statistics as a governmental responsibility is now well over 100 years old—109 years,
I think.

It was mentioned quietly among statisticians, if not more loudly in other
places, that for all practical purposes statistics were “kept” rather than “used.”
At the same time, too, the quality of the statistics collected was rarely questioned.
The fact that they existed and were somewhere on file was generally considered
enough. I do not have to tell you times have changed.

And being the fourth speaker on the panel gives me an opportunity of saying
that it is a good thing that we do not have Government speechwriters because
then Ted and I could have been accused of having used the same writer to save
time by giving us the same speech. As it is, we apparently both worked inde-
pendently and came up with the same conclusions. So you will forgive me if what
I say has in it a considerable amount of what has already been said.

Changing times have made it almost a truism for me to say that we need
accurate, reliable data to provide the basis for planning. This is generally
accepted.

We need similar information to provide support for policies that are proposed
and to encourage public action, to provide proof of the efficiency of one or another
programs in operation or activities under consideration. And these are not only
governmental demands, but they are also private institutional demands.
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We know that we must have data to provide the raw material for support
of legislative proposals and that these data can stir the public and legislators to
appreciate community needs and to weigh possible resources; to determine where
we are going and what more we need to do. PPB, program planning and budg-
eting, is now a governmentwide task, not a theoretical concept.

Let me say in passing that this recognition and acceptance are due in no
small part to the tireless efforts and imaginative leadership the National Center
for Health Statistics has given the field.

So we know that we need good data. We know we need statistics of such
quality that they can form a reliable base for the structure that we hope to
build. The softness and questionable character of much of what has passed for
valid statistical information are coming to be recognized as a prime source of defect
and error in planning.

In this connection I will not elaborate on it, but I think I should mention the
need for better and more widespread use of modern data storage and retrieval
devices in medical care institutions. We have to come out of the era of handicraft
economy.

I think you will grant me, too, that the statistician has reached a new eminence
in our society and that statistics have reached a new plateau of power. The
statistician is the expert, par excellence, without whom decisions cannot be made,
and his data are the tools with which policies are fashioned.

Let me briefly review with you some of the areas in which we have a concern
and in which we would like the extension of statistical information to take place.
Let us look at the impact statistics can have and relate this to the Department of
Health, Education, and Welfare’s position on what has come to be known as
“creative federalism.”

Secretary Gardner’s new HEW is determined to play an active role in the
formation and promulgation of national health policies. The Federal department
will pursue vigorously the objective of fostering programs to improve the health
of all the people. To this end, a great deal of information will be required.

Health services statistics on a national scale presuppose a strong Federal-State
partnership. This is to be a two-way street in which duties and responsibilities are
shared and in which necessary information is jointly acquired and jointly used.

What I say, therefore, about government is not an effort to paint a picture of
a monolithic Federal statistical agency which pries into every nook and cranny of
health service operations in the country and banks data in huge computers. We
must think in terms of a real partnership in which National, State, and local
governments, as well as private agencies, participate to the maximum of their
capabilities, in which the partners are supportive and complementary, with a
mutuality of information gathering and information using.

Both Federal and State partners have important and distinct roles to play,
because there are some statistical matters with which only one or the other can
appropriately deal. Data collection on a national scale and data storage on
a national scale are Federal functions. But there are many other matters in which
only a very experienced and devoted cooperation of State and local authorities

can make available reliable, accurate information in depth about important health
service functions.

-
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With regard to Federal policy and the data needs that require an extension
of the range of collection of information, I would say that the first need for
stretching the data collection mechanism is to establish what current informa-
tion is either sketchy or absent. We recognize that in this country our delivery
of health services is something less than optimal for some segments of the popu-
lation; the poor, minorities, the disadvantaged of one sort or another, and those
who live in rural areas do not have access to 20th century modern medicine.
Under the best of circumstances, American medicine is neither organized nor
equipped to deal with all the population of this country in a manner befitting the
present range of knowledge and scientific accomplishment. 'This is true even
for some in the middle income groups or the well to do.

We want to bring a greater range of efficiency to medical care organization
and delivery. In the process, we must examine what we are doing and where we
are going with a view to making the maximum efficient use of our manpower and
resources. These matters require more accurate and more adequate statistical
information.

If, for example, we are going to plan for the improvement of the health man-
power situation—probably the most critical area of health service needs in this
country today—or if we are to plan for improvement of health facilities, we need
more precise data. If we are going to place more emphasis on delivery of medical
services to children or to minority groups (as we have done in providing a special
program with emphasis on care for older people), we must have data that will
support the recommendations, the proposals, and the potentially very expensive
and complex plans that will be devised.

At the moment, for example, within the Department of Health, Education,
and Welfare, a number of program groups are at work analyzing the kinds of
health problems that can be identified and establishing a series of priorities for
dealing with these problems. In addition, decisions will presumably be made as to
the allocation of resources in men, money, and mortar to deal with the problems.
Firm, sound statistical information is essential to rational decisionmaking in these
areas, since eventually legislation will be proposed from the conclusions. And we
have found that not all the information we must have is available.

Our present data on health manpower are quite sketchy. Our present
information about health needs for different community groups is inadequate.
And our knowledge of the use of resources is particularly lacking. As a corollary
to this, planning for manpower or facilities is dependent in no small degree on the
ways, and conditions, of delivery of service. If we do not have an accurate index
of what that situation is, we cannot plan.

It is not only in the area of specialized information, such as health man-
power or health facilities, that more adequate and more accurate data are required.
We need to know about special problems that exist in various communities of the
United States so as to make it possible for us to develop programs to meet these
special problems.

In the Congress today, several legislative proposals have been introduced to
provide facilities and resources for dealing with the problem of drug addiction. Is
anyone here prepared to state precisely what the dimensions of the problem may
be? Should $500 million be appropriated on a guess as to need?  Yet this is only
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today’s problem. I do not know what tomorrow’s will be. But it will be some-
thing different from what we expected and something about which precise,
accurate, reliable data should be available.

On July 1, Medicare goes into effect. Howard West has told us something
of the way in which they tooled up to cope with it. A vast amount of data col-
lection will be carried on by the Social Security Administration. Another half
dozen agencies are engaged one way or another in collecting data with regard to
the impact of this new act when it goes into effect.

The coordination of information between the Federal, State, and local
agencies, fiscal intermediaries and the rest, is vital to provide an appropriate base
so that after a period of time the impact of medicare in all its ramifications can be
evaluated.

In the Congress now gestate a number of bills which may or may not become
law before the end of this session. Fach of them carries within it the seed of
added data necessity.

I have in mind, for example, the proposed allied health professions bill for the
support of teaching programs to produce more technologists. Do we know the
extent of the need for this type of trained person, who represents a higher order than
the technician, and who will be the teacher and supervisor subprofessional people
need? How many of these people do we need and where can we use them?
What is the basis for suggesting that 2,400 additional places be created? Why not
240, or 24,0007 Many other bits of information are lacking. How many tech-
nicians can a technologist supervise? What does this mean in terms of the cost
and operation of laboratory facilities? Where and in what States are the particular
needs that make it desirable to locate training programs in this or that place?

Other bills are pending. There is the hospital modernization bill. After a
survey, about a third of the hospital beds in the Nation have been declared in need
of modernization. What does this mean in terms of hospital efficiency? What
kinds of data have to be collected in order to demonstrate that $3 billion is fairly
close to what might be spent effectively? How much more local data are required
in justifying this estimate?

Another piece of legislation carries with it an absolute mandate for compre-
hensive planning; without this no State would be eligible to receive formula grants
which will be used to subsidize public health services. No more categorical grants
are to be made. What kind of a burden will this put on the statistical system of
the county, city, or State?

The international health bill carries requirements for development of pro-
grams for the eradication of many diseases in large parts of the world. How much
do we know about these areas and what is the extent and range of activity that is
required? Of course, these data transcend national capabilities, but they under-
line the farflung needs. Collaboration in data collection on an international scale
is a necessity. An international organization for data collection can help us not
only to provide better and more useful service in other countries but also give us
clues about our own country.

In all of this legislation, the emphasis is on what kind of services people need,
who delivers them, how they are delivered. The focus has passed from counting
bodies or births to counting the whole wide range of actions and events that com-
pare the organization and delivery of medical services. .
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Some of you are no doubt a little bewildered by the emphasis that I am putting
on medical care data. Vital statistics is an understandable responsibility; health
statistics in general, an understandable responsibility. Isn’t medical care data
collection too much of a refinement? Shouldn’t it be restricted perhaps to re-
search programs, to project grants?

The refinement is necessary because the complexity of modern health service
requires close and explicit attention to everything that happens to people in the
health area, not simply whether the illness that a man suffers from is understandable
in microbiological terms and definable on a morbidity or mortality report sheet
but also whether it is understandable in sociological terms.

Once we have recognized that the impact of disease is related to what happens
in the whole community, we are prepared to accept and deal with disease in terms
of the whole community.

It may be that what we are finding out is that statistics has ceased to be the
prerogative of a public health oriented statistician. Today the orientation has to
be toward the interrelationships in society which demand statistics based on
sociological, economic, anthropologic, and even political scientific factors. Wel-
fare, housing, education are intimately related to health, and the data collected
have to be related to them. This means, more than ever, interdisciplinary coopera-~
tion in design of data collection, in interpretation, and in use. The statistician
has an increasing responsibility to establish close working relationships with other
health-related disciplines.

And if this were not enough, there is on the horizon a host of other problems
with which we have flirted in the past, respecting their influence on, or relation-
ship to, public health, but which now suddenly demand priority consideration.

Family planning and population problems are one example. At one time we
were concerned with these as appropriate only for consideration in developing
countries. Now we must think in terms of local health department family plan-
ning services.

Alcoholism is another example. The President, in his health message to the
Congress, outlined precisely what the role of the Department of Health, Educa-
tion, and Welfare would be with regard to alcoholism, and that role included vastly
more responsibilities. Alcoholism has long resisted the efforts of the medical
profession, as well associal and municipal services. The illness of alcoholism today
is still shrouded by the prejudice and ignorance that a century ago surrounded the
mentallyill. Statisticians must give thoughtful consideration and extend coopera-
tive efforts in helping with the prevention, treatment, and control of this disease.

Another is segregation, which I have no doubt should be considered a major
killer, since all the data we have at our disposal indicates that being a member of
a dark minority is not conducive to good health or to a long life in this country.
How much more can be obtained in the way of precise, reliable information
that will aid us in dealing with this disease as we have dealt with other diseases
in the past?

Specifically relating to the delivery of medical care is the problem of quality.
More information is needed to design quantitatively sufficient services and organi-
zational patterns, but even more is required to improve the quality of medical care.
There are so many gaps in our information in this area. Standards have to be
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developed; criteria of health must be designed. Furthermore, in what way can
statisticians help us in building quality control into health service programs?

These questions need to be answered to define the role of data-collecting
agencies. New and experimental programs are beginning every day. What are
we doing to collect the information that will make it possible for us to evaluate
these new programs?

Within the past few months, the Office of Economic Opportunity has begun
to subsidize novel and imaginative programs of medical care delivery—the neigh-
borhood health centers. It will be important to OEO, to the people working
in these new experimental units, to the professional community, and to the country
as a whole to know within a relatively short period of time the value or lack of
value in this new type of medical care delivery service. Statistical units need
to support these newly developed programs to provide the base for evaluation and
future planning.

I am asking, in effect, that statisticians play an active role not only in collect-
ing data, but in seeing to it that appropriate data are collected, and that appropri-
ate systems and arrangements be made for collection.

In summary then, I would say today the statistician has a responsible role:

1. To provide the information from which communities can plan for medical
services.

2. To provide the information asto the effectiveness of community health services.

To aid in the evaluation of the quality of these services.

4. To develop tools for providing the substrata on which innovative medical pro-
grams can be built.

5. To participate in the special problems that develop as one generation passes
to another.

R

6. To cooperate with other disciplines in developing the tools that are needed for
the growth and development of medical care services.

7. To create a stable base from which information from the lowest level can be
transmitted usefully and accurately to the highest level and where material
collected nationally and internationally can be used effectively at the local
level.
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Mr. Woorsey. Thank you very much, Dr. Silver.

I think Dr. Silver has given us a look at the Department’s attitude toward
the function of government at all levels in the delivery of health services.

I am particularly impressed by the Department’s attitude toward the role
of statistics in the process of planning. We have had a good deal of evidence of
this in the past few months, and Dr. Silver has referred to it again. We feel it
is a very healthy sign that there are people in the Department who are looking
at our data and making use of them the way I think that data should be made use
of—in looking at the magnitude of problems, in trying to discern different courses
of action and to evaluate the costs and the benefits, and in general using data to
make the whole decisionmaking process more rational.

I wish I could believe everything that Dr. Silver says about the role of statis-
ticians and their ability to perform these functions that are being put upon us.
Some of the methodological problems posed by some of these new programs, and
producing data for them, are extremely difficult.

When he refers to statistics and drug addiction, I throw up my hands. I still
do not know how we are going to go about this.

As to alcoholism, we may have made a little progress. But we still have a
long way to go.

The tooling up time is very long. But I think that our attitude is the
thing that matters. We should have an attitude toward these problems of looking
for ways of doing them, not of finding reasons why we cannot do them. Now, this
is a subtle but important difference. We must be concerned, not with picking
out reasons why we cannot do something, but looking for ways of doing it.

I want to thank you very much, Dr. Silver, for joining us this morning.

Now, Dr. Yoder, you have been sitting here and listening to this, and I
know also that you have been present at a number of the workshop sessions so far
this week. I know that you have to leave before the final session on Friday, and
I wonder if you could take a few minutes to tell us about your impressions of the
conference so far from the standpoint of the State health officer and a friend of
the statistician.
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Conference Week Observations

Dr. Franklin D. Yoder, Director of Public Health for the State of
Illinois, Liaison Representative for the Association of State and
Territorial Health Officers

First of all I want to bring greetings to you from the great State of Washing-
ton, from Dr. Bucove, who is president of ASTHO. I think it is very fine that
Dr. Linder has convened the Public Health Conference on Records and Statistics,
and I also want to bring you greetings from our Health Services Administration
Committee. I have heard that term (Health Services) used enough this morning
to know that we named the committee correctly.

And we, of course, want to extend a special greeting to our affiliated organiza-
tion, the American Association for Vital Records and Public Health Statistics,
under the leadership of Mr. Aase from Wisconsin.

I have enjoyed the opportunity of participating in your proceedings and your
discussions, and I do have some impressions which I would like to relate that might
be pertinent to things that have been discussed.

First, I would like to say that I wish that all 54 members of our Association
of State and Territorial Health Officers were here, because I think the people at
administrative levels and policy levels need to know more about how you folks
work.

I am also happy to see among our group the international guests. I think it
is not only, I hope, good for them, but I think it is also good for us to have these
international visitors who are interested enough to spend time with us.

I have heard such things as “hard data” and “hardware,” and I am very
happy to note that in this group there is no such thing as talking about the “big bad
computer” that you read about in the popular press. This group makes the com-
puter work for man. There is no question about it. I think that is indicative of
your attitude toward contributing to human progress. I have even heard some
mention of “stochastic models” and how this might be useful in bringing hard data
to administrators for their use in health decisions for PPB, as Dr. Silver says.

I have heard it said that you cannot “piggyback” everything and that it is
important, in beginning to survey, that you be able not just to talk about your ob-
jectives but to set them down in writing.

The most difficult problem, I presume, as you said, is the statement of the
question. I did not learn exactly how, but I know you need to anticipate the
types of tables, graphs, and conclusions you want before the statement of the
question is final. That seems to be somewhat controversial, but I can understand
that most of you, being very competent in your field, do have in your own minds
what you want in the way of tables, graphs, and, perhaps, some of the conclusions.
Someone said some of them can be reversed if the data so demonstrate.
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I understand that “serendipity” is somewhat of a rarity in terms of statistical
surveys. Well, I do not know about that. I do believe it is important that we
acquire more base data, and I think we are going in the direction of having more
information about human beings because we must in the final analysis bring the
collection of health data down to the individual. I think Dr. Linder’s article in
Scientific American points this out very nicely. And we must have much more
scientific data about the individual, but it has to be gotten down and used and has
to be used in such a way that it contributes to positive health.

Dr. Kerr White talked about revision of morbidity data. As health programs
improve, morbidity data must be changed, because the definition of health in it-
self is perhaps one of the most difficult questions we can consider.

If there were time, I could spend a little bit of it detailing my own ideas about
a Nielsen rating technique for public health. You all know how the Nielsen
rating affects TV shows. But I think we need to be wired in to everybody some
way, to find out not only how they are but what they do and how it relates to the
level of the public’s health.

I heard about “buying the most information per dollar,” and T think this is
very good that we think in these terms because the science of economics is import-
ant in making decisions in the public area where there is competition for the
tax dollar.

I think it is true that there is an impact of the survey technique on the
measurement of the very thing that you are trying to measure. I guess this is
skewing the curve by the way you measure.

And T heard some good discussions on “standard error,” computation
sampling response error. All of these are very interesting questions. The question
of “homogeneous and heterogeneous interviewers and respondents’” became quite
warm in one session.

Well, in closing I would like to mention that—this is somewhat repetitious,
but I think it is important—Senate Bill 3008 is very important to the future of
public health, especially to State (departments) and local health departments
which are in need of strengthening. I believe it is “creative federalism” at its best.
It puts a great responsibility back to the States and localities where it properly be-
longs, and I think this legislation will bring D-Day for us, those of us in State and
loca] health work.

I would also like to leave the thought that we in Illinois, I hope, will have one
of the first State centers for health statistics, and we look forward to meeting with
you someday to discuss that.

Mr. WooLsey. Thank you very much, Dr. Yoder, for those observations.
I hope you will carry our greetings back to the ASTHO, and I am sure that the
Proceedings of this Conference will be made available to the health officers for their
perusal. These sessions are, for me, a learning process. I really enjoy the oppor-
tunity to hear from people from other parts of the country and from other disci-
plines, and to get a strengthening and a new vision of where we are going. As Dr.
Yoder said, this seems as if it is D-Day for us in the Federal Government as well as
in the States. I have found this session particularly valuable as a learning ex-
perience myself, and I hope the rest of you have.
I want to thank our speakers for their contributions this morning. And I
will declare this second general session closed. :
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SPECIAL SESSION

Presiding

Mr. Todd M. Frazier, Chief, Planning, Research, and Statistics Divi-
sion, District of Golumbia Department of Health

I welcome you to this Special Session on Health Statistics in Metropolitan
Areas.

"This is a rather vague title, intended to give us the maximum flexibility from
this platform. We have not had the opportunity to converse on this topic during
the 2-year period and I am not really sure what viewpoints will emerge today.

The format of the afternoon will be as follows. Representatives from metro-
politan areas will present their viewpoints on the health statistics problems in these
areas. Then representatives from the Federal Government will speak to us on
some of the things that are planned by the Federal Government to assist those of
us who work in metropolitan areas in carrying out our obligations. Following
that I would hope that the panel might have opportumty for discussion and then
open the discussion to the entire group.

I would like now to introduce the members of the panel. On my left is
Mr. James B. Swayne, Chief of Public Health Records and Statistics, County of
Los Angeles Health Department, California, who represents a standard metro-
politan statistical area that consists of two California counties with a population
of about 6.7 million. Mr. Swayne earned his M.A. from the University of New
Mexico in 1936, and has supplemented this with studies in public administration
and government at Syracuse and the University of Chicago. In 1953 to 1965
he was Chief Public Health Statistician, Los Angeles City Health Department
and when the city and county health departments were combined in 1965, he
assumed his present position. He is a member of the Standing Committee of the
Public Health Conference on Records and Statistics and is currently serving as
president of the California Conference of Local Public Health Statisticians.

Next, Dr. Mildred Kantor, Director of Vital Statistics, St. Louis County
Health Department, St. Louis, Missouri. Dr. Kantor represents the St. Louis,
SMSA which contains some 2 million people. It has one central city with three
Missouri counties and two Illinois counties. So we are beginning to see differ-
ent types of SMSA’s emerging. I want to emphasize that I appreciate the fact,
as I am sure you do, that these people are not here representing their SMSA’s,
but this is the arena in which they must work. Dr. Kantor is a sociologist who
took related studies in statistics at the University of North Carolina. She served
with the St. Louis County Health Department from 1956 to 1961, when she as-
sumed her present position there as Director of Vital Statistics.

Next is Mr. James F. King, Public Health Analyst for the Division of Public
Health Methods, Office of the Surgeon General, Public Health Service.
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Our next member is Dr. Herbert Domke, Director, Allegheny County Health
Department. He is here today not as a health officer, and not as an epidemiolo-
gist, but as a fellow statistician. He received his doctor of public health degree
in biostatistics at Harvard in 1959, his M.D. at the University of Chicago, and his
M.P.H. at Harvard. In 1959, Dr. Domke assumed his present position. The
Allegheny County Health Department is situated in the Pittsburgh SMSA, which
in 1960 had a population of 2.4 million. It consists of four Pennsylvania coun-
ties—again a variant pattern of an SMSA. Dr. Domke has served in the Public
Health Service as a reserve commissioned officer. He is a member of the Surgeon
General’s Advisory Committee on Urban Health Affairs and the Advisory Gom-
mittee on Community Health Services. He is a trustee and member of the
Executive Committee of the U.S. Conference of City Health Officers.

Next we have Mr. James Miller, Chief, Office of Program Planning and
Evaluation, Division of Indian Health, Public Health Service.

And next is Mr. Robert Israel, who joined the staff of the National Center
for Health Statistics, Public Health Service, on May 16. From 1959 to 1961,
Mr. Israel was a biostatistician with the Maryland State Health Department and
from 1961 to 1966 held the position of Chief, Division of Statistical Research
and Records, Maryland State Health Department. He is here today not as a
recently appointed Federal employee, but in the capacity of one who is quite
familiar with metropolitan problems at the State level. Mr. Israel comes from
a State that has two metropolitan areas, one located entirely within the State, and
one that has two of its counties associated with the District of Columbia Standard
Metropolitan Statistical Area. This presents many interesting problems.

Mr. Louis Bromer is Chief of the Statistics and Reports Branch, Division of
Hospitals, Public Health Service. These are the participants. Now with just
a few words about the ground rules, I would like to begin this program.

First of all, in the information that many of you received about the content
of this afternoon’s program you may notice several questions were posed to this
panel. I would like to restate these questions only slightly. :

The first question.that I think we may cover this afternoon is: How should
large city health departments modify their statistical programs? I say modify,
because I think most large city health departments have statistical programs in
the sense that they have accepted as a responsibility those staff functions of a
statistical office. By those staff functions I am referring to research efforts, con-
sultation and special projects. I would extend this to mean also responsibilities
that bridge the gaps between our operational program staff and fiscal staff.

Secondly, what impact are the demographic, legislative, and fiscal pressures
now developing likely to have on the content of statistical office programs?

Third, How should these changes be coordinated? In other words, How
are we going to work with other departments in our jurisdictions—cities, counties,
States, regional and Federal levels? How are we going to work with other com-
peting public agencies within our own jurisdictions? And finally, How are we
going to work with other units within our own department, particularly the pro-
gram and administrative units?

Now I would like to ask Dr. Domke to lead off.




Health Appraisal of
US. Metropolitan Areas

Dr. Herbert R. Domke,* Director, Allegheny County Health Depart-
ment, Pittsburgh, Pennsylvania.

A major landmark for urban public health has been set. The National
Center for Health Statistics is now publishing selected mortality data for 201
standard metropolitan statistical areas (SMSA) (1) as defined by the Bureau of
the Budget (2). And metropolitan area natality data also are now being pub-
lished. These publications mark a major development because they give atten-
tion to the real functional urban community, the metropolitan area. The earlier
established system of reports provided data primarily by the political jurisdiction of
municipality, county and State. Valuable as it may be, the system based on
political boundary lines has become progeszively inaccurate in depicting the health
status and needs of the American city resident.

Some 125 million people, nearly two-thirds of the 1965 population of the
United States, now live in urban units designated as metropolitan areas by the
Budget Bureau (3). And nearly 85 percent of national population growth is
centered in metropolitan areas. It is urgent that we identify the health prob-
lems and benefits due to or associated with metropolitanization. And it can be
expected that a more accurate appraisal of the health benefits and problems of
urbanism will lead to needed reshaping and strengthening of health programs to
serve our large urban populations.

There is a popular and professional notion that the urban environment has
an adverse effect on health. There is, however, surprisingly little contemporary
documentation as to the kind and degree of health damage. The pervasiveness
of the notion that cities are more or less unhealthy has obscured awareness of
benefits, some substantial, which are to the health advantage of the metropolitan
area resident. These present biases are in part due to the existing pattern of vital
statistics reports by municipality. The health problems, as other civic problems
of the “central city,” are indeed very great. But it is high time that the biostatis-
tician, the epidemiologist, and other health personnel look at the whole picture of
the American urban community—the suburbs and the central city as a unit.

Vital statistics history shows that the balance for health between urban
hazards and benefits is not static. In the past, adverse health conditions in
cities required inmigration to sustain or increase population. As recently as
1935, the demographer Thompson (4) stated, “it still remains to be proved that

*Coauthors: Dr. Shirley E. Johnson, Public Health Physician, Allegheny County Health
Department; Mr. Kenneth R. Marino, Statistical Analyst, Allegheny County Health Department.
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man can live and propagate in the modern city.” And although present demo-
graphic evidence is favorable, there is an accelerating pace of urban growth and
technologic change. That these changes will to some degree affect the city
dweller’s health is certain.  Certainly we must also develop techniques to measure
these effects as they change in time.

The importance of the new series of publications then is that it recognizes
the real American urban unit, the so-called metropolitan area. The basic reason
to present data by metropolitan areas is that these are the communities in which
people live and work. Any transportation study shows that the boundaries of
the metropolitan area, not municipal boundaries, define the area where the urban
resident is exposed to health hazards. It is in the metropolitan area that the in-
dividual obtains health services. It is commonly recognized that infectious dis-
eases do not respect municipal boundary lines. It is equally true that the patients
seeking care will not be concerned with a city boundary. To be sure, some munici-
pally sponsored health or medical care services may vary by municipal lines.
But even those most opposed to metropolitan political consolidation do not deny
the socioeconomic integrity of the metropolitan area.

In any event, the availability of the 1963 metropolitan area mortality data
provides an opportunity for some preliminary appraisal. Important health dif-
ferences between metropolitan areas are very strongly suggested by the most pre-
liminary kinds of analyses. Especially interesting and important is that the results
on occasion suggest the need for reappraisal of conclusions based on available
municipal data. Even in cases where metropolitan and municipal trends are
consistent, analysis by central city and suburbs may suggest additional relationships
beyond the socioeconomic so evident in “central city” data.

Some findings based on the 1963 published mortality data will be presented
below. Before presenting these findings, it is necessary to emphasize that the
1963 mortality data as published not only fail to give corresponding population
data, but, more unfortunate, the geographic and population base of the data pub-
lished does not conform with the Bureau of Census SMSA data for the same year.
Revised population estimates for the 1963 health data were, therefore, necessary.
An addendum describes the discrepancies as we were able to identify them and
the adjustments made.

It may also be appropriate at this point to recognize that discussion of health
appraisal of metropolitan areas can draw criticism because of substantial
methodological problems of measuring health and disease. Apart from problems
of theory, complaints are justified about errors in filing death certificates, and so
forth. There are, indeed, major methodological problems both in defining a
metropolitan area and in deciding what kind of health index to use. For the
purposes of this paper, problems of methodology can, I believe, be set aside. The
methodological problems have not inhibited publication of health data. The
National Center for Health Statistics, other units of the Federal Government, and
State and local official and voluntary agencies publish selected health data on
a more or less regular basis.

The many substantial problems of use of a health index are, however, little
changed if the data are published for a metropolitan area or for a county, State,
orcity. Theimplication for the National Center for Health Statistics and for other
agencies is that if local area health data are worth publishing then they should
also be published by metropolitan areas.
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Specifically, the substantial critical questions concerning health in metro-
politan areas are three:

1. Are there important health differences between metropolitan areas and rural
populations? What are the health effects of urban living?

2. Are there important differences between different kinds of metropolitan areas?
Are the large population consolidated areas different from smaller SMSA’s?
Are more dense urban populations less healthy than the more dispersed?
Do steelmaking centers differ from cities based on light industry, etc?

3. What are the health differences between the different portions of metropolitan
areas? For example, how do similar socioeconomic areas of different
metropolitan areas compare with each other, and what is the kind and
degree of health difference between different portions of the same metro-
politan area?

This third major question will receive little attention in this paper. For the
most part health data by census tracts are not collected or if collected, not published.

Table I presents basic vital statistics for the 37 largest SMSA’s to compare
with the remaining SMSA’s and the nonmetropolitan U.S. population.

From these data, some basic observations can be made:

1. As with population, almost two-thirds of all 1963 U.S. deaths (1) and births
(3) occur to metropolitan area residents. The simple magnitude of these
occurrences should provide any needed incentive to focus attention on
metropolitan areas.

2. Births are more than double deaths. Concern regarding the urban population
explosion is obviously more appropriate than the historical concern as to
the possibility of natural increase of urban populations.

3. Crude death rates of metropolitan areas do differ from each other and from
nonmetropolitan areas. The metro areas with large populations differ
from small metropolitan areas.

4. The differences among the 10 largest are of greater magnitude than the differ-
ence between the group of the 10 largest and other groups; i.e., variance
within groups is substantially more than variance between groups. Prob-
ably much of the variance can be accounted for by differing age distribution.

5. The infant mortality rate differences are substantial and important. Biostatis-
ticians agree that the infant mortality rate is one of the most sensitive single
indices of community health. The 10 largest metropolitan areas compare
favorably with smaller metropolitan areas and with nonmetro populations,
and the rate for the 10 largest metropolitan areas is 86 percent of that in
nonmetropolitan populations. Again variability within areas of similar
population size is great. In the 10 largest areas, the rate for the San
Francisco metropolitan area is 80 percent that of the Washington, D.C.,
area. In smaller metropolitan areas, the Minneapolis-St. Paul area rate is
71 percent that of New Orleans. In contrast to crude death rates where
accurate comparison requires that age adjustment must be made, these
differences in infant mortality rates are of importance as such. The dif-
ferences do directly permit judgments as to health status of the different
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communities. The infant mortality rates illustrate the important relation-
ships to be demonstrated when data are analyzed by metropohtan areas,
and compared with nonmetropolitan populations.

Some appraising this information on infant mortality would quickly “ex-
plain it” by reference to the high proportion of Negroes in most areas with high
rates. Thiskind of “explanation” is the public health version of racial discrimina-
tion. Certainly all evidence shows the association of high infant mortality with
socioeconomic factors; an association more appropriately made than that to race.
But in any event, all such references to race or socioeconomic factors, or problems of
central cities, do not, in themselves, provide direct causal explanation of infant
mortality. 'The more favorable infant mortality rates of larger metropolitan areas
cannot be explained by reference to socioeconomic factors, as can be seen by anal-
ysis of birth weight and neonatal mortality data.

Table IT, adapted from another NCHS publication, (5) shows the percentage
distribution of live births by weight for metro and nonmetro counties of different
size. Data are notin identical format as that for infant mortality, but some appro-
priate analyses can be made, and results are of considerable interest. Prematurity
is known to be the most important cause of infant mortality. Table II shows that
metropolitan county mothers have a tendency to have a higher proportion of pre-
matures and low-weight babies than rural area mothers. Furthermore, when
these data are broken down by metropolitan areas of different population size, the
larger the population of the metro county, the greater the percentage of premature
and the lower the percentage of heavy babies. This is paradoxica.l The tendency
to low birth weight should lead to higher infant mortahty rates in metropolitan
areas than in rural.

Table ITI based on the same material as table IT shows weight specific neonatal
mortality rates. The explanation of favorable infant mortality is that better medi-
cal care in metro areas more than compensates for the adverse health circum-
stances of a higher incidence of prematurity.

The usually published data for cities show higher mortality rates for the cen-
tral cities than in rural areas. But metro comparisons show there are important
benefits for the pregnant woman and her infant in metropolitan areas compared to
rural. Similar analyses for heart, stroke, and cancer would obviously be most
valuable in planning the regional medical program.

Infant mortality analyses also serve to illustrate that change in and with
time will substantially alter comparison of urban and rural health indices. In
1950, rural counties had an infant mortality rate approximately 20 percent greater
than the metropolitan counties (5). In 1960, rural and urban rates both im-
proved ; the metropolitan rate still continued more favorable, but the relative ad-
vantage between metropolitan and rural counties was reduced to 10 percent, half
the advantage of 1950.

What is the relationship of metropolitan size to other diseases? What other
urban factor or dimension should be considered in health? Only definitive
epidemiologic investigation of all relevant variables will give the answers to these
questions. In an attempt at a preliminary appraisal, some selected data are pro-
vided in table IV for grouped metropolitan areas and table V gives data for the 37
largest SMSA’s. The arrangement in table V in ranking by crude death rate
recognizes the effect of age structure on mortality. It cannot, of course, substitute
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for age adjusted data. However, it does make possible some observations which
may stimulate interest to undertake more definitive analyses.

Indeed, the data of tables IV and V are a smorgasbord to suit many different
appetities. There are many intriguing differences and trends, some contrary to
expectation. I have little doubt after preparing and reviewing the material
presented that meaningful epidemiologic leads are provided. Equally so, in any
of the preliminary analyses conducted with these data, whether arranged by popu-
lation size, or crude death rate, or region, it is easily seen that considerable variance
remains. Furthermore, table V shows that the wastebasket category “‘symptoms,
senility, etc.” in some metropolitan areas contains a large enough number of deaths
possibly to alter rates and trends when properly assigned. For the following
observations then, the reservations just stated should serve as a caution, but they
may perhaps also serve to stimulate development of better quality data.

The lay person as well as the trained vital statistician would expect tuberculosis
to be a greater problem in urban areas. This expected association is confirmed.
It is, however, worth noting that the metropolitan area tuberculosis mortality data
here are based upon the large middle-class suburban populations as well as those
of the central city. And there are congested poor in small metropolitan areas as
well as the largest. The persistent tendency for rates to be higher in large metro
areas and to shade into the low rate for rural areas suggests that the identified fac-
tors of poverty and congestion are potentiated by other factors associated with
total size of metropolitan population.

Meningococcal meningitis is the classical disease associated with high density
and was selected for review for that reason. Metropolitan area data by population
size for meningococcal mortality do not conform to expectation. Comparing the
top 10 with the non-SMSA population (thereby reducing the effect of military
installations), a distinctly lower mortality is found in the largest metropolitan areas.
As with infant mortality, it may well be that the factor of better medical care
accounts for this surprising finding.

Rheumatic fever follows the same trend as tuberculosis and the factor of
density is appropriately considered for this disease as well as tuberculosis. The
rheumatic fever data, however, serve to illustrate the existence, in metro data, of
some usual technical statistical problems. More than density is represented in
published material, the trend for the category “all forms of cancer” points to higher
areas lie in northern latitudes where risk of rheumatic fever is greater. Problems
of correlation and causation are found for metro data here as elsewhere.

Turning to another group of diseases where analysis provides support of other
published material, the trend for the category “all forms of cancer” points to higher
cancer mortality in the largest metropolitan areas and progressively less as popula-
tions are smaller. The least cancer mortality is seen in the non-SMSA popula-
tion (6).

The trend for more cancer in urban areas is most frequently commented upon
for cancer of the lung. Cigarette smoking aside, this trend has been interpreted as
due to air pollution. Itis interesting to see in table IV that the other cancer cate-
gory, cancer of the breast, selected to have a contrasting pattern does not differ in
fact but shows the same pattern as cancer of the lung. Although not completely
unexpected, the trend to lower rural mortality for cancer of the breast is more
definite in this national analysis than in other breast cancer studies based on more
limited intrastate data.
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Data in table V also permit calculations which show a tendency for the
largest cities to have a higher ratio of cancer to heart disease than smaller metro-
politan areas. Altogether there is substantial confirmation that the urban environ-
ment does increase the risk of cancer.

Turning to comparison between individual cities as may be done in table V,
there are appreciable variations between metro areas of similar crude death rate.
For example, Rochester and Buffalo are presumably comparable as Northern
industrial areas. These two metropolitan areas have similar crude death rates and
total cancer death rates but appreciably different death rates for cancer of the
lung. Buffalo has 25 percent more respiratory cancer than Rochester. The New
York area and the nearby Paterson, N.J., metropolitan area both have relatively
high death rates for cancer of the lung (New York 32.1, Paterson 32.5
per 100,000). The adjoining Newark metropolitan area, however, has a rate
(27.2) appreciably less. It can be concluded there is important variability of
cancer mortality from one metro area to another.

Turning to other categories of disease, for bronchitis and broncho-pulmonic
disease one would expect a trend like that for respiratory cancer, if the trend for
cancer of the lung is to be explained by urban air pollution. But not so: the
trend, if any, is in the contrary direction; the largest metropolitan areas report
the lowest mortality of bronchitis and broncho-pulmonic disease. I can offer no
explanation, particularly since clinical and laboratory studies are now being
published, which demonstrate health damage from air pollution.

In considering cardiovascular renal diseases, the rates, of course, are con-
sistent with age structure as implied by crude death rate. In this category, how-
ever, there are also unexplained variations between apparently comparable
metropolitan areas. The Rochester and Cleveland areas have the same crude
death rate, but the cardiovascular renal rate for Rochester (575.3 per 100,000) is
8 percent higher than for Cleveland (534:3). There are many other similar
puzzling findings in the cardiovascular renal category.

It should not be inferred, however, that data when surprising will be in-
consistent with epidemiological findings as can be illustrated by hypertensive heart
disease. The National Health Survey report of blood pressure of adults (7)
showed small variations between metropolitan areas of different sizes. The con-
clusion was, that while it cannot be said that no area differences exist, those that
do are probably small. The failure to find any but minor differences in blood
pressure level is one of the more striking findings of the Health Examination
Survey. The hypertensive heart disease metro area mortality data presented here
are entirely consistent with the so-called striking findings of that field survey.

Although, therefore, the data available are not definitive; nonetheless, they
do serve to indicate that there may be real differences (or interesting lack of differ-
ence) between metropolitan areas in either the degree or kind of health hazard or
the adequacy of services to protect their residents.

In conclusion, I would like to make some specific recommendations for im-
provement of format of this new metropolitan area series so that it will be more
efficient for the many purposes for which it may be used. Metropolitan area
health data will, I believe, be of great interest and value to a wide audience. The
new series might well be organized to be more easily useful to the general medical
community as well as the epidemiologist; indeed, attention should be given to

users of health data outside public health. It is commeon for a local chamber of
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commerce to cite available statistics and point with pride to a good health record
and for the reformer to deplore a poor health record. The National Center for
Health Statistics and State and local biostatisticians should try to insure that
published data will not only be as accurate as possible but as little subject to mis-
use or misinterpretation as can be.

The publication of health data by State and local municipality boundary
lines is now a well-established tradition. The value of a continuing series giving
basic data is great and it is unreasonable to consider change in that format. Be-
cause that material and format will presumably continue to be available, it becomes
easier at this time to consider a different format of what will become another
traditional vital statistics series. Computer technology, fortunately, simplifies
management of large masses of data. This would, therefore, appear to be a most
opportune time to design a new format.

The manner in which metropolitan areas are listed can either assist or dis-
guise comparisons between them. Arrangement by alphabetic order as in the
1963 publication will not help define differences regarding health, There are
many factors which could be selected by which to list metropolitan-areas. It is
obvious from the preliminary material presented here that no one arrangement
can hope to encompass the varied epidemiological relationships. Nonetheless, an
urban area in essence is a relatively dense collection of people; population size as
such is one appropriate measure of urbanism. For the widest audience, civic
as well as medical, comparison with other areas of similar size is likely to be the best
arrangement. Much Bureau of Census material is given in this format. Cer-
tainly, one would hope in the future that all data published by any agency will con-
form to metropolitan areas as defined by the Bureau of the Budget; and as revised
by that Bureau to reflect the rapid growth of metropolitan population.

In examining the disease categories by which the 1963 SMSA mortality data
are published, it is difficult to make specific recommendations with confidence. It
is easy to call attention to the defects of death certification. Nonetheless, there
is the opportunity in developing a new reporting series to try to organize selection
from the international list into a different pattern than that used in the 1963
publication.

Hopefully, a selection of diseases can be made which will be more appropriate
to the disease problems of the United States of the sixties and seventies than the
traditional selections developed for the quite different community disease problems
of earlier decades. Many examples of desirable change could be cited; to name
but one, the wide use of Papanicolau smear in screening for early detection of
cancer of the cervix should result in reduced mortality. It would be valuable for,
those sponsoring community programs to be able to measure the effectiveness of
their control efforts. Clearly, it would be desirable to distinguish cancer of the
cervix from other cancers of the female reproductive system. An additional col-
umn for this category of cancer would be desirable. On the other hand, the in-
frequent occurrence of deaths from diphtheria, whooping cough, poliomyelitis,
each given single columns in the 1963 list, suggests that the system as now used for
other uncommon infectious diseases of listing by name communities in which
childhood disease deaths occurred would reserve column space to identify diseases
of more contemporary interest.

To turn to another aspect of the 1963 publication, occurrences are given by
direct count. If any conclusion can be made with conviction about the data
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presented in this paper, it is that age adjusted rates are essential if comparisons
between communities are to be attempted.

There would be major technical problems in developing a revised format, but
there could be corresponding great gain in the value of this material.

The value of metropolitan area health data will be very great, and is by no
means limited to pure medical or epidemiologic interest. Community health data
do suggest and lead to action. Policymakers and administrators need information
that will be helpful in making community decisions. There already is public rec-
ognition of the unity of health problems in metropolitan areas as witnessed by the
trend to consolidation of municipal and large county units—Miami, Dade County;
Seattle, King County; Pittsburgh, Allegheny County; Los Angeles City and
County—all reflect this trend. Better data may well speed the further develop-
ment of improved metropolitan-wide services.

We will soon become a predominantly urbanized people. There can be no
question of the need to develop better health information and better health services.
The development of the new series of metropolitan area health reports can serve
a major purpose by providing a sound foundation of fact upon which to build
programs.,

REFERENCES

1. Vital Statistics of the United States, 1963, Vol. 1T, Mortality, pt. B., Sec. 7, p. 372—
383.

2. Standard Metropolitan Statistical Areas in the United States as Defined October 18,
1963, Current Population Reports, Bureau of the Census, December 5, 1963.

3. Vital Statistics of the United States, 1963, Vol. I, Natality, U.S. Government
Printing Office, Sec. 4, p. 6.

4, Thompson, W. S., Population Problems, McGraw Hill, 1935, p. 201.

5. National Center for Health Statistics, Weight at Birth and Survival of the Newborn,
Vital and Health Statistics, PHS Pub. No. 1000, Series 21, No. 4, p. 210-216.

6. Morbidity from Cancer in the United States, Public Health Monograph, No. 56,
p. 41.

7. National Center for Health Statistics, Blood Pressure of Adults by Race and Area,
Vital and Health Statistics, PHS Pub. No. 1000, Series 11, No. 5, p. 5.

Mr. Frazier. Thank you, Dr. Domke.

I think at one point in Dr. Domke’s presentation he used the word “‘smorgas-
bord” to describe the variety of data being presented. I think we might very
well use that same word to describe the variety of problems he has presented to us
as a group of statisticians.

Next on our program is a representative from one of the large metropolitan
areas which Dr. Domke mentioned, Mr. James B. Swayne, who will give us some
idea of the problems he faces in the Los Angeles area.
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Table 1. Population Estimates and Vital Stafistics Data for Metropolitan and Nonmetropolitan
Areas* 1963

Number
Population Crude Crude Infant
Area (in thousands) death birth mortality
Deaths Births Infant rate 1 rate 2 rate3
deaths
Standard Metropolitan
Statistical Areas:
10largest..coeennennnnn. 46, 688 452, 513 985, 076 23, 321 9.7 21.1 23,7
) 29, 676 275,425 653, 512 15,677 9.3 22.0 24,0
38-201....ciiiiiiiinnnn 41,636 393, 617 993, 202 24, 367 9.5 23.9 24,5
Total SMSA . .......... 118, 000 1,121, 555 2,631, 790 63, 365 9.5 22.3 24,1
Non-SMSA............ 70, 616 691,994 | 1,466,230 40, 025 9.8 20.8 27,3
Total United States..... 188,616 | 1,813,549 | 4,098,020 | 103, 390 9.6 21.7 25.2
1 Crude death rate—deaths per 1,000 population. *Sources: Current Population Reporis, Series P—25, No. 298,
2 Crude birth rate—births per 1,000 population. February 12, 1965. Vital Statistics of the United States 1963,
3 Infant mortality—deaths under 1 year per 1,000 live Vol. I—Natality, Vol. II-—Mortality.

births.

Table I-A. Population Estimates and Vital Statistics Data for the 10 Largest Standard Metropolitan
Statistical Areas,* 1963

Number
Population Crude Crude Infant
Area (in thou- death birth mortality
sands) Deaths Births Infant rate rate rate
deaths
New York.......oovvvviinnnnen. 11,291 | 117,629 | 222,074 5,421 10. 4 19.7 2.4
Los Angeles2.........covvnnn... 7,516 63, 953 162, 592 3,710 8.5 21.6 22.8
Chicago......ccovivievennninenn. 6, 480 64, 859 146,112 3,522 10.0 22.5 24,1
Philadelphia.................... 4, 554 47,299 95, 406 2,451 10. 4 20.9 25,7
Detroit. ..o vvveeeeereonaneennns 3,889 33,077 82, 906 1,972 8.5 21.3 23.8
Boston 2. .....coiviiivininnnnannnn 3,165 33, 642 67,472 1,372 10.6 21.3 20. 3
San Francisco2.....covvvuvannnnn 3, 052 27, 532 61,486 1,330 9.0 20.1 21.6
Pittsburgh..........coovveinnee. 2, 356 25, 301 43, 996 953 10.7 18.7 21.7
Washington, D.C................ 2,250 17,375 55,618 1,496 7.7 24,7 26,9
St.Louis 2. .o vvnieiinnnnnnnnnn. 2,135 21, 846 47,414 1,094 10.2 22.2 23.1
Total......covvnvvnennn.. 46, 688 452, 513 985, 076 23,321 9.7 21.1 23.7

1 Sources and rates as for table I.
2 1963 Census Bureau population estimates adjusted to conform to area for which NCHS reported deaths.
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Table I-B. Population Estimates and Vital Statistics Data for 27 Standard Metropolitan Statistical
Areas,* 1963

Number
Population Crude Crude Infant
Area (in death birth mortality
thousands) Deaths Births Infant rate rate rate
deaths

Cleveland 2. .. ......cvevneneunns 1,843 18,295 38,018 979 9.9 20.6 25.8
Baltimore......cooveievnroeensnss 1,811 17, 964 40,410 1,049 9.9 22.3 26.0
Newark......oovvrerenvernonenss 1,784 18, 090 35, 556 919 10. 1 19.9 25.8
Minneapolis. .....oovevvvieeennns 1, 556 13, 388 38,822 792 8.6 24.9 20. 4
Houston......ovvvvreverenaennn 1,394 9, 799 33, 288 790 7.0 23.9 23.7
Buffalo........coovieiiiiiniinae 1, 306 13, 337 27,014 627 10.2 20.7 23.2
Cincinnati2. . ....ovevveeneeenens 1,097 11, 547 24 860 539 10. 5 22.7 21.7
Milwaukee 2. ......oveinerennnnn 1,216 11, 509 27,672 626 9.5 22.8 22.6
Paterson........coovvieienennnen 1,247 11,129 23,390 492 8.9 18.8 21.0
Dallas......oovvveveenionnnncnss 1,211 9,113 28,278 730 7.5 23. 4 25.8
Seattle. .. .ooiiviiinrianennnnn, 1,169 10, 692 24, 646 517 9.1 21.1 21.0
Kansas City 2.........co0vvnunnnn. 1,090 10, 569 24, 244 585 9.7 22.2 24,1
Atlanta. ,.....ccoveniiinainn., 1,125 9, 288 26, 874 738 8.3 23.9 27.5
San Diego. . ..vvverennrininnnn. 1,113 8, 086 25, 842 639 7.3 23.2 24.7
Denver, ...oiviiiiinieeennennnns 1,051 8, 332 24,118 540 7.9 22.9 22. 4
Miami...ooiviiiinnrnnennennnns 1,049 10, 038 19,180 468 9.6 18.3 24, 4
New Orleans 2., ..........cennnnn 932 9,270 22, 546 644 9.9 24, 2 28.6
Indianapolis2.............0uuunn 744 7,190 17,812 446 9.7 23.9 25.0
San Bernadino.................. - 936 8, 016 20, 780 499 8.6 22.2 24,0
Portland, Oreg........covovvnnn. 860 9, 000 16, 274 337 10.5 18.9 20.7
Tampa.....ooovvererreerinnnnnns 844 11,114 15, 068 417 13.2 17.9 27.7
Columbus, Ohio2................ 723 6, 309 17, 352 385 8.7 24.0 22.2
Rochester, N.Y.2. .. ..o ieviinen 628 6, 223 13,212 282 9.9 21.0 21.3
San Antonio 2. ........c.vvveennn 742 5, 405 19,482 482 7.3 26. 3 24.7
Louisville........coevveeninennsn 760 7, 509 17,318 448 9.9 22.8 25.9
Dayton?..........coiviiiiennnns 709 5,960 15, 808 359 8.4 22.3 22,7
Providence 2........covvnveennnnn 736 8, 253 14, 558 348 11.2 19.8 23.9

Total.....oiveenenrnnnnnns 29,676 { 275,425 | 653,512 15, 677 9.3 22.0 24.0

1 Sources and rates as for table I.

2 1963 Census Bureau population estimates adjusted to conform to area for which NCHS reported deaths.
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Table Il

(Adapted from publication source shown as ref. No. 5)

Percentage Distribution of Live Births by Birils Weight and by Size of Community of
Residence ®

Grams
Area
Less than 2,001 to 2,501 to 3,001 to 4,001
2,000 2,500 3,000 4,000 Grams +

Metropolitan Counties:

250,000 OF MOTE. v oot vvcnnecncnncnannnens 2.7 5.5 21.1 63.8 6.9

5040250,000. . ... ccienieniiiatricnnnnns 2.5 5.2 19.7 65.0 7.5

10t050,000. . cc0ovvvvnnnenieneeerennnenns 2.2 4.7 18.6 66.5 8.1

2,500t010,000...... ..ttt 2.1 4.8 18.3 66.7 8.1

Rural areas of metropolitan counties......... 2.3 4.6 18.3 65.9 9.0
Nonmetropolitan counties. . .ovvveeeerernveeenns 2.3 4.8 17. 4 65.8 9.7
All metropolitan counties. . ....covvveeiieeennsns 2.5 5.2 64.9 7.6

19.8

1 Based on 725,226 births attended by physicians in hospital Jan. 1 to Mar. 31, 1950. Does not include 65,406 births
attended by physicians not in hospital, and 47,154 births attended by midwife, other, and not specified.

Table Ill. Neo-Natal Mortdlity by Birth Weight and Metropolitan and Nonmetropolitan Areas Per
1,000 Live Births?
Grams
Area
2,000 and 2,001 to 2,501 to 3,001 to 4,001
less 2,500 ,000 4,000 Grams
All metropolitan counties. . .........cvevnnn. 418.6 40.8 10.7 5.6 8.0
Nonmetropolitan counties. . . ....coveiivernnnnnn 428.6 62.6 15.1 7.0 9.6

1Based on 837,786 live births and 16,741 deaths under 28 days Jan. 1 to Mar. 31, 1950. (Adapted from publication

source shown asref. No. 5.)
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Table IV. Death Rates From Selected Causes by Size of Metropolitan Ared, 19631

Rheu- Malignant Bron- Symp-
Major matic necoplasms chitis, toms,
cardio- | Hyper- | fever, other se- |Menin-
All | vascu- | tensive | chronic bron- | Tu- | nility, | gococ-
Area causes lar heart | rheu- chial | bercu- | and cal
renal | disease | matic Res- pul- losis | ill-de- | infec-
dis- heart All pira- | Breast | monic fined | tions
eases disease tory disease condi-
tions
Standard Metropolitan
Statistical Areas:
10 largest.....cvvvunnn 9.7 | 531.1 1.9 | 1091671 28.8| 16.1 12.9 5.5 9.3 0.28
11to37........c..... 9.3|501.5| 31.4 9.4 1529 26.4| 14.5| 16.6 5.2 5.3 .40
38to201............. 9.5 | 510.0 1.2 8.5(151.4] 25.9| 13.2 | 17.0 4.9 6.6 . 44
Non-Standard Metro-
politan Statistical Area.. . 9.8 |528.7 | 33.7 7.3{139.6 ( 21.0| 11.4) 15.0 4.4 | 16.3 .42
Total United States. . 9.6 { 521.4 | 32.4 8.8 151.3} 249 13.5( 152 4.9 | 119 .39

1 Death rate from all causes per 1,000 population.

Source: Vital Statistics of the United States 1963, Vol. II—Mortality, pt. B.

All other rates per 100,000 population.
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Table V. Death Rates * From Selected Causes for the 37 Largest Standard Metropolitan Stafistical
Areas, 19632

Rheu- | Malignant neoplasms | Bron- Symp-

Major matic chitis, toms,
cardio- | Hyper-| fever, other senility, |Menin-
Area All  |vascular| tensive | chronic bron- | Tuber-| and lgocnccal

causes | renal | heart | rheu- |Cancer,| Respi- chial | culosis | ill-de- | infec-
diseases| disease | matic all ratory | Breast | pul- fined | tions
heart | forms monic condi-

disease disease tions
Tampa............co.... 13.2 | 747.3 | 31.4| 10.4|235.8} 49.5| 17.6 | 29.6 4.0 16.6 0.24
Providence............... 11.2 | 663.6 [ 31.4 | 11.0| 100.2 | 31.3 | 22.4| 15.1 3.9 2.7 .95
Pittsburgh............... 10.7 | 621.6 | 28.6 | 12.2 | 181.9 | 31.6| 16.1 12. 4 6.8 11.7 .38
Bostom............co..nn 10.6 | 604.6 | 29.2 | 12.4|179.0( 27.6 | 18.0| 15.7 5.0 4.1 .32
Cincinnati............... 10.5})575.3 1 38.1| 11.4|179.9| 30.5| 16.8| 22.1 8.1 2.3 .27
Portland................ 10.5 | 597.7  29.3 | 10.7 | 173.0 | 27.4| 16.6| 21.5 3.5 5.9 .23
New York............ ...] 10.41569.3 | 37.1 | 13.8| 191.2| 32.1 19.0{ 10.0 7.1 11.2 .27
Philadelphia............. 10.4 | 565.6 | 45.4 | 11.7 | 172.4 | 29.8 | 16.4| 13.6 6.8 39.2 .18
St.Louis................ 10.2 | 570.3 | 33.1 9.81169.6 | 31.7| 15.9| 14.9 57| 10.5 .28
Buffalo.................. 10.2 | 583.1 ( 27.5 9.8 |167.6 | 30.6 | 17.2| 17.8 3.8 6.8 .08
Newark.......coonvnunnn 10.1 | 580.3 | 34.0| 11.7 | 177.9| 27.2| 18.7| 10.1 6.7 2.2 22
Chicago.............o... 10.0 | 576.4 | 29.8 9.4 171.0 | 29.4} 17.1 10.3 5.5 2.4 .22
Baltimore................ 9.9 535.1| 63.2 8.1 162.4| 30.1 15.1 16. 8 9.5 3.0 .33
Cleveland............... 9.9|534.3| 40.6| 13.8|179.5| 30.7 | 17.5| 15.0 5.6 1.7 .22
New Orleans............. 9.9 | 518.5 47.9 3.9 1585.0 32.0 13.3 16.8 9.3 3.3 1.07
Rochester............... 9.9} 575.3 | 23.6 9.21169.9| 24.5| 16.4| 17.8 5.9 6.4 .47
Louisville................ 9.91525.3| 52.1 8.8]150.6 | 29.1 14.7 1 16.1 10.8 8.7 .53
Kansas City............. 9.7 |521.6 | 23.9 9.4 1149.4 24.2 | 13.0| 18.2 6.3 8.1 [ovu..
Indianapolis............. 9.7 | 518.1 27.6 9.8|163.4| 278! 15.5| 17.2 4.7 1.3 1. 34
Miami.........cocovn... 9.6 | 487.4 26.7 13.3 | 181.9 35.4 14. 9 21.0 6.2 2.9 . 86
Milwaukee.............. 9.5 523.2 | 27.5 9.5|163.5 ] 24.6 | 13.8 14.1 2.9 3.3 .58
Seattle. ................. 9.21500.8| 22.6 8.1]148.3| 24.0| 12.2 1 15.7 3.2 3.8 .43
San Francisco............ 9.0 | 475.2 | 28.5 8.4 1551 | 26.3| 13.0| 18.8 3.8 2.4 .49
Paterson................. 8.9 | 505.8 29.3 11.6 | 179.9 32.5 17.3 11. 4 2.4 3.4 .08
Columbus............... 8.7|471.2 | 56.7| 10.4 | 144.5| 26.1 16.1 | 17.6 3.6 1.9 .14
Minneapolis and St. Paul. . 8.6|436.8| 23.3| 10.1 1146.8| 19.0| 14.7| 14.3 3.3 2.6 .19
San Bernadino........... 8.6 |452.8 | 23.9| 11.8]140.9 | 25.4| 11.4| 24.5 3.8 2.7 .32
Detroit......ovvvvvenen.. 8.5|445.4 | 28.0| 10.7 | 153.6 | 27.8| 13.5| 138.8 5.4 2.6 .28
Los Angeles.............. 8.5 |472.7| 22.7 9.6 | 141.8 | 25.5| 13.7] 14.1 3.1 1.5 .28
Dayton.................. 8.4 | 466.0 | 29.2 7.3 134.6 | 24.0] 11.8| 17.6 4.5 8.5 .42
Atlanta................. 8.3 406.0 | 32.6 5.91126.1 | 21.1| 11.0| 16.1 3.3, 24.3 .62
Denver.................. 7.91389.7| 11.0| 11.6 | 113.4 | 17.9| 10.8} 18.9 3.4 5.9 .10
Washington, D.C......... 7.7 | 370.3 | 36.0 6.3 ]128.2 | 22.5| 14.4| 12.9 5.9 10.1 .22
Dallas................... 7.5 363.2 | 16.3 5.0{122.4| 21.9] 10.5| 15.1 4.2 12.7 .25
San Antonio............. 7.31341.2| 23.0 3.8 114.2 | 20.6| 10.6 | 12.8 | 10.1 4.3 40 ...
San Diego.......cocuvu... 7.3|380.8| 18.7 9.8 119.3 | 21.2 9.4 13.7 2.2 1.3 1.35
Houston................. 7.0 | 351.6 | 24.7 4.4 (111.1 | 251 9.9 14.1 4.4 3.4 .36

1 Same footnote as table IV.
2 Same source as table IV,
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Administrative and Organizational
Aspects of a Statistical Program
Serving a Metropolitan Area

Mr. James B. Swayne, Chief, Public Health Records and Statistics,
CGounty of Los Angeles Health Department, California

Dr. Domke has dealt very well with the substance of a statistical program in
alocal health department in a large metropolitan area.

I want to take a completely different direction now and talk about some of
the administrative and organizational aspects of a statistical program in a large local
health department in a metropolitan area. What are the problems involved in
providing adequate statistical data, and what kind of organization do we need to
produce it?

My remarks will to a considerable extent be related to my experience in Los
Angeles County, since this is the area with which I am familiar.

Los Angeles County, with a population of roughly 6% million, is divided
into 25 health districts. This includes two cities, Long Beach and Pasadena,
which operate their own health departments under contract with the County.

Within the 25 health districts there are a total of 51 health centers or sub-
centers. 'The population of the health districts ranges from roughly 150,000 in
one of the poverty area districts to more than 600,000 in one of the rapidly
growing suburban areas. Some of the districts include up to eight incorporated
cities or recognized unincorporated communities.

While the title of this Workshop, “Health Statistics in Metropolitan Areas,”
seems to emphasize the need for combining small area data to give a picture of
the metropolitan area, the pressure on me as an administrator of statistical services
in a metropolitan area has been in the opposite direction. This pressure is to
provide consistent and meaningful data for the small local areas within the
metropolitan complex as an aid in planning and in allocation of health services.
Relatively speaking, health data resources for metropolitan areas are much more
adequate than for the communities which go to make up the metropolitan complex.
Most of the Federal statistical agencies compile information for Standard Metro-
politan Statistical Areas. The State statistical agencies publish data for counties
and for cities over a certainsize. Usually, however, there is no geographical break-
down within the major cities.

Although some of our health districts are larger than some States, no basic
health or socioeconomic information is available except that from the decennial
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census or from the vital statistics and notifiable disease systems. Information on
distribution of public assistance recipients by health district or by local community
is not available, nor is information available on county hospital admission by local
health districts or communities. These are set forth as examples of the data gap.

With this introduction, I would like to say that the panel members were
offered optional topics for presentation at this meeting and one of the options
was titled “Ways that Federal and State resources should be used to improve and
augment local efforts.”  Since I have never before had the opportunity to tell the
Federal and State people how to run their affairs, my first impulse was to pick
that subject. However, when I tried to put some of my thoughts into concrete
suggestions, I decided this was a little foolhardy.

My experience, however, does qualify me to make some definition of the kinds
of problems we encounter in providing statistical services in a large metropolitan
area. Let me make it very clear at the outset that I sincerely believe the Federal
and State agencies have contributed substantially to whatever progress we have
been able to make. Our failure to achieve the goals we would like to achieve
should not be laid at the doors of the Federal and State agencies. There are many
basic weaknesses in the local government structure and operation which can only
be laid to lack of action at the local level.

Nevertheless, there are significant deficiencies in Federal-local and State-
local relationships, as they relate to statistical services in Los Angeles County. If
we could remove some of these deficiencies, it might help to open the door to sub-
stantial gains.

I have identified at least four major problems, in providing adequate statis-
tical services in Los Angeles County. I presume these problems exist in many
other metropolitan areas.

In the time allowed, I want to mention some of the ways that the California
State Health Department helps us with respect to each of these problems, and
then to suggest some additional ways that Federal or State agencies might help.

The first problem area is the lack of adequate support for establishment of
strong statistical services based on sound principles of organization, adequate for
alarge metropolitan area.

On the positive side, the California State Administrative Code establishes
certain basic services which must be preformed by a local health department in
order to be eligible for State subsidy funds. The first basic service listed in the
Administrative Code is the maintenance of vital statistics and other basic health
and demographic data necessary for health programs and planning.

While the statement is good as far as it goes, it in no way establishes a require-
ment for a strong professionally manned statistical service, adequate to meet the
needs of a large health department. Recently I have been sensitized to the im-~
portance of an adequate armament of support for even the basic minimum
statistical services. Because of the recent consolidation of the city and county health
departments, we have been the subject of special scrutiny by the administrative
officials of the county. We have had the job of trying to convince the investigators,
among other things, that the classification of statistician is not synonymous with
statistical clerk. We had to explain what a census tract is to investigators re-
viewing our census tract program who appeared to be suspicious of the concept.

We sit in these meetings and talk about data needs for health program plan-
ning and evaluation. The examples I have cited show the setting in which many
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of us actually work. 'We tend to be in a defensive posture rather than in a position
to move forward.

We need simple and convincing materials carrying the aura of authority to
help our statistical services to at least survive, if not grow. I believe it would be
helpful to have an earnest and organized attempt by State and Federal agencies,
through regulatory or educational means, to help local officials (including top
level health department staff) understand and support the conditions which are
required for good statistical services. Since local budgetary, administrative, and
civil service authorities cannot be expected to understand the needs and organiza-
tion for public health statistics, it is essential that top support be marshaled for
maintenance of sound organization and adequate financing.

The second problem area is the lack of adequate access to consultative services.
We tend to become provincial and inbound and we need stimulus such as this
meeting provides. There are many problem areas where we benefit tremendously
by outside consultative services from qualified sources.

The California State Health Department has given us some excellent statis-
tical consultations from time to time over the period of years I have been with the
city and county health departments. The quality of the State consultations in the
statistical area has varied over the years. In my opinion the quality of State sta-
tistical consultation to local health departments is closely correlated with the
strength of the State organization for statistical services. When the administra-
tion of statistical function is widely dispersed among many bureaus, the quality
of local statistical consultations is reduced. If the consultations are to be of
the needed quality, the State must have high level consultant positions established
so that they can recruit and retain personnel with adequate training and experi-
ence to meet the consultant needs of large and complex local health departments.

The third problem area is lack of coordination between Federal, State and
local statistical services. This relates very closely to the matter of better consulta-
tive services. On the positive side, we in Los Angeles County have had & very
satisfactory cooperative arrangement in the vital statistics field with the State
health department whereby that department, on a cost basis, provides a reproduced
deck of its tabulating cards for use by the county health department in preparing
vital statistics tabulations. State tabulations of vital statistics data are by county
and by city. We need data by health district, study areas, and census tracts, and
we are able to provide these at minimum cost using the State tabulation cards.

The chief advantage in this system is that there is one coding authority for the
whole State. If we compare Los Angeles data with San Francisco data, we know
that the differences are not the result of variation in coding practice.

On the negative side, as far as Federal-State-local coordination of statistical
services is concerned, I think the apparent trend toward more special grants and
projects often stands in the way of a national approach to data collection at the
local level. While these grants often serve a useful purpose in stimulating local
health programs, they may tend to weaken rather than strengthen the role of the
central statistical service. Unfortunately a few Federal and State representatives
in categories and projects are oblivious to all aspects of local health administra-
tion, except the narrow confines of the project they are dealing with. Fortunately
there are many who do not share this approach. Perhaps the new grant mechan-
isms which will be described later today will help to eliminate some of the objec-

tionable aspects of the present system.
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Further, with respect to the multiplicity of reporting requirements that ac-
company the various grants and projects that now exist, one wonders if Federal
and State data requirements could not be minimized, with better utilization of
data from previously existing record and data collection systems, without the
necessity for local agencies to constantly respond to changes.

We have had the experience of working for months trying to develop a system
to collect data for a new project and then finding new reporting requirements in
effect before the original system could be initiated. I realize that we can be accused
of being slow to respond to data needs. Much of the mountain of paperwork
which confronts local health agencies, however, results from failure to give the
time and thought required to planning and implementation of data collection
systems. New systems tend to be superimposed on existing systems. Whenever
possible Federal and State data requirements should be flexible to allow use of
the existing sources.

The last and the major problem area concerning statistical services in a large
local health department is lack of adequate facilities for training local statistical
personnel. While the National Center for Health Statistics and State health
department have instituted many excellent training resources, to a considerable
extent these are not actually available to local personnel.

The State health department, for example, sponsors annual institutes for local
statistical personnel. 'These, however, are held in northern California.

It is impossible for us to obtain permission for more than one or two persons
to attend an out-of-county meeting. As a result of this situation, the junior per-
sonnel who would really benefit the most from participation in these kinds of meet-
ings and conferences are excluded from attendance.

My plea to the State and Federal people is to expand their training programs
and institutes so that they will be available to more local statistical personnel. We
in Los Angeles County have a large proportion of all of the statistical personnel in
local health departments in the State of California. We serve a large proportion
of the population of the State. We feel we are entitled to a fair share in the train-
ing resources of the State.

On the positive side, the State department of health in California has helped
us to institute a Conference of Local Public Health Statisticians. The State pro-
vides secretarial support for this new organization. We now have a committee
working with the State Division of Alcoholic Rehabilitation on methods of evalu-
ating the expanded alcoholism program in the State of California. We have an-
other committee working with nurses on methods of improving the nursing data
collection systems. So I end with a positive note. This is something good that has
happened and I commend it to other States.
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SUMMARY

In summary, then, let me review the principal problem areas confronting us
in the provision of statistical services. First, the lack of adequate support from
Federal and State levels for maintaining a sound organizational structure to pro-
vide statistical services in large metropolitan areas. Second, the lack of access to
adequate consultative services from State and Federal agencies. Third, the lack
of coordination between local, Federal, and State statistical programs in which
the local health departments are involved. And fourth and most important, the
lack of adequate facilities to train local statistical staff to better perform statistical
services. Thank you.

Mr. Frazier. Thank you very much, Mr. Swayne. I was reminded while
hearing of the problems of some of our west coast friends that we have heard a lot
of new words around here this week—such things as constructive federalism, and
PPBS—some things you will hear more about this afternoon. Just imagine taking
some of those words back to a fellow who wants to know, with some suspicion,
“What’s a census tract?” I think this would be a real challenge.

Our next speaker is Dr. Mildred Kantor from the St. Louis (Missouri)
County Health Department. Dr. Kantor.
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Some Basic Components of a Statistical
Program for a Metropolitan Area

Dr. Mildred B. Kantor, Director of Vital Statistics, St. Louis County
Health Department, Missouri

I would like to preface my remarks with two very brief comments. First, I
would like to remind the people in this audience that the city of St. Louis is not
in the county of St. Louis, and, second, that I speak as a sociologist and demog-
rapher, who was asked to develop a vital statistics program for the St. Louis
County Health Department.

The first part of my talk presents my viewpoints about the role of a director
of vital statistics on the local level, in particular on a county level.

First of all, there is a great necessity for the development of a good population
base, including data of all kinds (demographic, economic, political, historical,
social) for the area in which we work. This should be developed not only for the
county as a whole, but also for small units within the county. Then in connection
with these data there is the preparation of all kinds of vital statistics figures and
rates, including data concerning trends, for the various areas that relate to a wide
variety of public health problems.

A second aspect of this role is the development and improvement of depart-
mental recording systems for the services which the department offers and actu-
ally renders to the individuals living in the various parts of the county. Needless
to'say this all involves reporting systems as well as recording systems. And I would
like to emphasize that in my opinion not enough attention is given to improving
recording and reporting of services such as nursing, clinics, and social welfare serv-
ices, Further, I think data for all of these need to be interrelated and looked at
together with the vital statistics data. No one service is independent of the others
in a health department.

Another dimension of the role of the vital statistician concerns the develop-
ment of studies of special public health problems. From time to time, for ex-
ample, we have a disease outbreak in an area. We want to know how it came
about, what are the social elements that are related to it as well as the medical ele-
ments. Perhaps the director of vital statistics has research interest in a particular
problem which at first does not appear to have direct relevance to what we tradi-
tionally regard to be the domain of vital statistics. I think the development of
such special projects should be encouraged, because very often we are not far-
sighted enough to see at the beginning of a research program where it might lead.

I offer as an example of such a special study the research which I have been
fortunate enough to be able to develop and conduct in the St. Louis County area—
research on the relationships among residential mobility, social mobility, and
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mental health of the population. We live in a mobile age. Many people are
changing residence. Many people are changing jobs. All of this has implications
for health problems. How, for example, do families become oriented and
socialized in a community with respect to the availability of health services? Are
there some physical health and mental health problems which these families have
which could be prevented if we knew enough about them to know how to prevent
them? How can-the health department most effectively reach mobile families?
You can see that this is not directly vital statistics, but in my opinion it is quite
closely related.

Another dimension of the role of director of vital statistics is that of training.
We can’t always have other people do our training for us, we have to do some
ourselves. However, we have to explore in order to find a happy medium for this.
We can’t become so involved in training people that we take time away
from some other work that we need to do. Here I see as important the develop-
ment of cooperative relationships with the universities of the area. I see the
potentiality of developing collaborative training programs. In my opinion this
is also a great aid to recruitment because these training programs can occur on the
undergraduate levels as well as the graduate levels of training. Further, many
different disciplines might be involved. Sociology, psychology, economics, and
political science, for example, have relevance for health planning and programing,
as well as the more traditional public health disciplines.

Now, I should like to present some examples of special types of projects which
I think are of great importance and which arise out of these viewpoints of the
role of the vital statistician. One is the development of a statistical data bank—
an areal type of data bank which contains information concerning the community.
What is the population of a particular area, what characteristics does it have?
What kind of housing is in this particular area, and what are its characteristics?
What is the economic base of this part of the community? What is its religious
base? What are the schools through which health programs can operate? What
are the local government facilities with which the health department might co-
operate? What kinds of communication media exist in the area? What is the
local history of the area? All of these data will give us characteristics of the com-
munity which we serve and characteristics of the population, and aid in offering
services and in program planning.

Another project is the development of a central index system for a health
department—an index system with both an individual and a family base. What
kinds of services do we offer to people? What people are getting what kinds of
services? What services are used by people from the same family? Which fam-
ilies use preventive services and which families use treatment facilities?

Still another project is the development of a good street directory. At this
meeting we heard much talk about the census tract geographic coding and other
types of area address coding. I think an areal directory is very important. Fur-
ther, to maximize its utility, a variety of health indices should be developed and re-
lated to the address codes. This is a big commission, but I hope to encourage
people in various areas to begin such a task. In relation to this directory, good
mapping for the area is very important. A visual view of the location of the pop-
ulation and its characteristics is very helpful to program planning.

An example of how these various functions might be combined is the develop-

ment of a population demonstration laboratory which is just getting underway
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in St. Louis County and the city of St. Louis. ~Collaborators in this project include
the county health department, Washington University, and St. Louis University.
An area of the county has been selected to be part of this laboratory, and an area
of the city of St. Louis also has been selected to be part of this laboratory. Within
these areas we hope to carry out and evaluate demonstration projects of various
kinds, to initiate new treatment and preventive services, to experiment with training
programs, and to conduct health and social surveys. We will try to develop as
detailed information as we possibly can for the population and the areas and see
which information is most useful in health programing and planning.

In closing, I would like to make some very brief comments about the local,
State, and Federal governmental levels: Where should local efforts be directed?
In what ways should Federal and State resources be utilized to improve and aug-
ment local efforts?

First of all, it is important to note that there are a lot of agencies on the local
level, all working with very similar types of problems in any local community. For
example, the planning agencies need to know how much population resides in var-
ious areas and the characteristics of the population. Similar information is needed
by health and welfare councils, by the poverty programs which are going into oper-
ation all over the United States, and by universities. Further, all of these organi-
zations are interested basically in many of the same problems. Some exploration
is needed about possibilities of collaboration. It is necessary for someone to contact
the various agencies, to see what they are doing, and what kinds of information
they have to offer to each other. This is the beginning of a statistical data bank.

On the State level, I think resources should be used in training personnel, in
keeping local offices informed of methods of processing of vital statistics data, in de-
veloping instruction manuals, and in general consultation.

From the Federal level, we need help in the development of training pro-
grams and funds for various types of research studies and demonstration programs.
In addition, I think it is very important that national publications and visual aids
of various kinds concerning, for example, vital statistics trends and methods be
available. These are helpful in interpreting trends which we find in local areas,
in training, and in initiating new procedures.

Thank you.

Mr. Frazier. Thank you, Dr. Kantor.
Now I would like to ask a colleague of mine, Mr. Robert Israel, to discuss
some of the problems as he saw them from the Maryland vantage point a few

weeks ago.
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New Roles for Statisticians in
Health Departments Serving
Metropolitan Areas

Mr. Robert A. Israel, Supervisory Statistician, Mortality Statistics
Branch, Division of Vital Statistics, National Center for Health
Statistics, USPHS

In considering health statistics for metropolitan areas it occurs to me that a
number of boundaries exist whose lines have to be either blurred or erased if we
are to meet our objectives in bringing improved health services to the people.
These boundaries exist not only on the maps of our respective areas of jurisdic-
tion but also in our own minds. The boundaries to which I refer are not only
the outlines of political subdivisions, States, counties, cities, census tracts, city
blocks, or what have you, but also they are the barriers of convention and re-
sistance to change.

Let us discuss the problem of geographical boundaries first. Maryland,
where I have had some direct experience, is a small State with some 374 million
population. It is contiguous with four other States and the District of Columbia.

Furthermore, in the area of vital statistics, the counties of Maryland are ad-
jacent to six other registration areas. In addition to the four neighboring States
and the District of Columbia, Baltimore—Maryland’s major city—is a separate
registration area.

For Standard Metropolitan Statistical Area purposes, the State contains one
area composed of a central city and five adjacent counties, and also two other
counties which make up part of another standard metropolitan statistical area
that crosses the State line.

You can see that even in a small State which contains only 23 counties and
1 independent city, there are many political boundaries to consider. Yet aside
from the standard interchange of vital records and vital statistics, I can think of
very few efforts or collaborative attempts to collect metropolitan or regional
health data that cross any jurisdictional lines. I am sure this is not an atypical
experience. But at the same time we all know and have known for a long time
that our health problems have no respect for manmade lines drawn on the
pieces of paper which we call maps. We can no longer afford to allow our think-
ing to stop at the city line, the county line, or even the State line. It is imperative
that we raise our horizons and enter into an era of much closer cooperation with
other health jurisdictions in the development of local metropolitan regional data.
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These data must be timely, accurate, and comprehensive in scope in order to
serve a variety of purposes, especially in the area of planning for health services,
health manpower, and health facilities. Pending Federal legislation makes it
imperative that States, metropolitan areas, and other regions step up their statisti-
cal activities to provide input to the planning process.

We all agree that planning should not be undertaken in a vacuum. But
what are we going to do about it? As statisticians we must be prepared to shed
light on problems peculiar to geographical areas that have only recently taken
on importance to us. We must be prepared to deal with old problems which
have taken new dimensions in our urban areas, and we must be prepared to cope
with entirely new problems. We must develop mechanisms to collect data on
demographic as well as health characteristics, in order to construct meaningful
indices and rates.

To be sure, the concept of development of metropolitan health statistics is
not new to us. But the concept of timely data for redefined regions is one to
which we must direct our attention.

What about the other boundaries—the barriers of convention, inertia, re-
sistance to change? Health agencies certainly have no monopoly in the field of
metropolitan planning. As a matter of fact metropolitan or regional planning
councils and similar organizations are coming to the fore. These organizations
not only are consumers of data of a great variety, in many cases they are pre-
pared to become producers of data of great variety including data in the health
field. 1If those of us who specialize in health statistics and in public health in gen-
eral don’t want to be left out in the cold, we must as a group become more
flexible in our thinking and our work. We are doing many things today because
that is the way it was done 5, 10, 20, or even 30 years ago. But we seem to lose
sight of the fact that these old and comfortable ways that we have were once
new and inventive. Public health statistics and demography have fine tradi-
tions for us to look back on, but I say we must look forward to the new challenges.

What, then, can we do to assure that the kinds of data of appropriate
quality will be available at the Federal, State, local, metropolitan, or other re-
gional levels to assist in the planning, evaluation, and control of health activities?

There should be some standardization of certain health data and indices to
be uniformly collected throughout the cooperating areas in order to provide com-
parable information. This does not imply that all health data must be stand-
- ardized or routinely collected everywhere. However, it does imply that a
mechanism be developed to enable a well-informed attack on the problem where
common problems exist—geographical boundaries notwithstanding. We should
not fail to apply ourselves to the emerging problems which require new or different
methodology or data collection techniques.

We should give serious consideration to the further development of survey
techniques in order to be responsive to the changing needs for information. Such
surveys can be invaluable in providing the health characteristics or descriptors of
interest on a current basis as well as the demographic characteristics so frequently
needed in our denominators. Much of our currently available metropolitan or
regional health data, for whatever geographical boundaries we consider, is for
the most part limited to periods of time closely related to the decennial census.

The Census Bureau will be in a position to produce, on request, data for
some very flexible definitions of small areas within metropolitan areas for 1970.
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This will be in most instances extremely useful. But what of data for other years?
Local health departments must be responsive to the changing problems within their
scope of responsibility. They cannot afford to be anchored to the decennial data.

We should give attention to the idea that has been proposed at this conference
of creating health statistics centers. Such centers should concern themselves with
inputs of health data from a wide scope of sources within their area, not just
the data available through the official health agency.

A health statistics center should serve as not only the focal pomt for data col-
lection but also as a stimulus to the metropolitan or regional planning efforts
through the provision of new kinds of data for those areas.

In conclusion, I would like to reemphasize the fact that not only is the com-
plexion of public health changing rapidly—we all know that—but some of the
most significant changes have their greatest impact on our metropolitan areas.
After all, the metropolitan areas are where most of the people and the health
problems are located. The role of health statistics is a key one. 'We have within
our reach the tools to facilitate coordiated sound planning, to implement the prod-
ucts of the planning function, and to evaluate the results of our programs.

But we must be flexible in our attacks on the problems. We as health statis-
ticians must step forward and display some leadership. Otherwise, we are apt to
find that we, and the organizations we work for, will slowly but surely find them-
selves being bypassed as others do our planning for us.

Recently the Washington Post claimed that there are many uses of statistics,
the most important of which is the employment of statisticians. In my opinion
health statistics has done a better job in the past than to merit such a description.
If we are able to change our thinking and keep up with the times, then in the
future the Post’s description of the uses of statistics will certainly not be pertinent to
our area of application.

Mr. Frazier. Thank you, Bob. Our next presentation will deal with Senate
bill 3008. Mr. James King from the Office of the Surgeon General will describe

this for us.
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Health Statistics in
Metropolitan Areas

Mr. James F. King, Jr., Division of Public Health Methods, U.S.
Public Health Service

I want to give a partial response to some of the things that you have heard
from previous speakers and what we think of as perhaps the first step in the solu-
tion to some of the problems that have been delineated for you earlier in the
conference.

This step is one that is not complete because it is a bill that is in Congress, and
all of you know the possible state of anything that is still just a bill.

But this is the administration’s proposal, and it has the support of the Depart-
ment of Health, Education, and Welfare, the State health officers, the major vol-
untary agencies of a categorical disease nature.

I emphasize this because this piece of legislation, if it were enacted, would
eliminate particular disease categories in the formula grant provision of the Public
Health Service Act and program increased resources in comprehensive health serv-
ices to individuals and families. The question is: How can this be done on the
Federal level? And how can local jurisdictions, metropolitan areas, and various
kinds of institutions benefit more directly and more effectively from the kind of
assistance we give?

Right now the bill is about to be reported out of the Senate committee. We
think it has a very good chance of being enacted this session. The bill has three
major provisions. There are formula grants for comprehensive health services to
State level, formula grants for flexible support for comprehensive health services to
individuals and families, and, finally, project grants for development of new kinds
of services and innovations in organization.

To go into the first part, the 6-year program of support for the comprehensive
State and community health planning would be formula grants through State
health planning agencies with the advice of State health planning councils. This
means that to be eligible for the formula grant planning assistance a State would
have to designate or establish a State health planning agency, which in many cases
would be the health department, but might also be some kind of interagency setup
that would pull together representatives from many different agencies. Advising
the State health planning agency would be a broadly representative State health
planning council which would include voluntary and consumer representation for
health and health related services. We are serious about the word ‘“‘compre-
hensive” here, although this would not supersede existing planning mechanisms.
That is, Hill-Burton planning would still be done by Hill-Burton agencies. The
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regional medical programs and other programs which are developing would still
do their own planning. But there would be an attempt to pull together the results
of all of these kinds of planning into a comprehensive plan for the State.

To assist the States in doing this, there would be areawide health planning
grants for particular projects to public or nonprofit planning agencies for metro-
politan areas, regional, or local areas. Approval by this new State health planning
agency would be required after June 30, 1968; but before that time, only if such
an agency exists. The Federal share would be up to 75 percent of the costs.

A new authorization would replace the current section 318 of the Public
Health Service Act which is now concerned with health facilities planning. The
new provisions would be for planning of health services and manpower as well as
facilities.

Then there would be support for training, studies, and demonstrations—all of
which are part of this planning package. These would be available for up to 100
percent of the cost of the projects to improve health planning by selectively under-
taking developmental measures to increase the capabilities of people and agencies
to do planning. Public and nonprofit agencies and organizations, including uni-
versities, would be eligible. This is the first big block in this package: compre-
hensive health planning formula grants.

Next there will be formula grants for comprehensive public health services.
This is to provide flexible support for the prov1s1on of comprehensive public health
services focused on individuals and families in their communities, rather than fo-
cused on separate disease entities. The old section 314 of the Public Health Serv-
ice Act, as you may recall, was used to give formula grants for tuberculosis, heart
disease, or any number of other kinds of disease entities. Now the concentration is
to be on people.

In allotting of funds to the States for comprehensive health services, at least 15
percent of all funds allotted to the State must be available to the State mental health
authority for State and local community mental health services. At least 70 per-
cent of all the funds available to the State health authority and to the State mental
health authority must be used to support services in local communities. The State
could retain up to 30 percent to strengthen State health agency or State mental
health agency operations.

The bill authorizes Federal grant funds to be used under this provision to pay
the Federal share of the costs of the services provided in accordance with an ap-
proved State plan. We assume that the State health planning agency, with its
council, would be responsible for developing this overall comprehensive State plan.
Beginning July 1, 1970, the programs and services provided by these funds are re-
quired to be in accord with the planning decisions made by the State health plan-
ning agency and its planning council.

The third major part of this package is health services development grants,
which are to be project grants. These would be used, you might say, to round
out the system, innovate, and to demonstrate new experiments in provision of com-
prehensive public health services. I should say here that the word “comprehen-
sive” means the inclusion of environmental health services, mental health services,
vocational rehabilitation services, and many other kinds of services that may, at the
Federal level, be scattered among many different agencies. Of course, the situa-
tion varies from State to State.
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Now, these are the three main parts of this bill which is the direct result of
quite a lot of planning within the Public Health Service and with the State and
territorial health authorities. However, there are two other parts of the bill which
are quite interesting.

Firstis the provision for interchange of health personnel among State and local
agencies and Federal agencies. Right now the Federal agencies detail people to
State and local agencies. The reverse does not happen too often. The bill would
encourage this and make this easier.

Second, it would also provide authorization for training grants to train people
at the State and local level for public health work. So there would be a greater
emphasis on training.

Now, as I said when I started, this is just a pending bill, but it does speak to
many of the problems that I think you have had defined for you before. So I
would like to interpret broadly what it would mean in terms of statistics. In the
second part—the formula grants for comprehensive health services—the key word
is flexibility.

We are trying to give the decisionmaking power back to the States and to the
local areas, to allocate resources in accordance with their particular and specific
needs. But there has to be some justification for the expenditure of this money.
So there must be a planning process. And there will be the systems development
grants—projects which will have to be consistent with the State plan in 1970.

The planning emphasis on flexibility and this kind of coordination present a
tremendous information and analysis problem. Some of you may know that the
general health grant decreased in importance over the years while the number of
categorical grants increased. This was a direct result of the inability of many areas
to set goals and meet them in some way—the failure to establish and maintain effec-
tive program planning processes.

The Planning-Programing-Budgeting System at the Federal level which is
making us all more concerned with the allocation of our resources and with what we
get from them is very likely to have a kind of counterpart analysis at the State and
local level. And this will depend upon statistics: health statistics that define prob-
lems and goals, that tell you what we are doing now, and measure some kind of
progress. Without these statistics, the planning process, feedback, and all of these
new techniquesreally cannot work.

The first line in the planning process is essentially the responsibility of the
bealth statistician. You could ask and help answer the question: What are the
categories of data which will be needed across the board to do comprehensive plan-
ning? We do not look only at the categories we now have and try to match them
up, but at what we will need to coordinate comprehensively the impacts of services
in respect to particular individuals and families.

Some of the other panelists here have mentioned the need for data on indi-
viduals and families, and in one of the previous sessions there was talk of a social
data bank. How much information can we get? How much do we really need?
Well, all of these things—these broad interpretations of the impact of this bill
and of the planning process as introduced at all levels of Government—are con-
sistent with the kind of long-term thinking that has been laid out in a document by
the Assistant Surgeon General for Plans of the Public Health Service. Itis a
speech that was delivered at the American Public Health Association meeting in
New York. I think it indicates some of the directions we are likely to go, whether
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or not the present bill is passed. With all of the new legislation you have heard of,
with all of the new responsibilities that are going to the State and local health
agencies, there must be this kind of coordination. If not this particular law, there
will be some other kind of program to carrry out this function.

Mr. Pond mentioned three major principles in his speech: Coordinated
action, leadership of the type that Mr. Israel was speaking of, and, finally, what has
been called creative or cooperative federalism—the idea that all three levels of
government are concerned at the point of impact—the point where the individual
and the family meet with the comprehensive services that are going to be pro-
gramed for them.

This last idea also has been expressed in a number of ways, one of which is in
the name that was given to the bill, which is “Partnership for Health.” Thisidea
is used over and over again in justification for it, that all levels of government, as
well as the voluntary or private sector, have to work together at the point of impact.
The relative roles of these different agencies and organizations will be defined as
the statisticians define them. So the statisticians have to look across these inter-
governmental and interagency boundaries to get this broader focus. That is what
we mean by comprehensiveness of planning and implementation of services.

I would like to put in a plug now for the presentation Mr. Miller is going to
make and ask you, as you see what he is trying to present, to think how you might
change the factors that go into his “Q” equation. What factors need to be added
or changed in planning for metropolitan areas to make this useful, to set priorities
for program planning for comprehensive health services to individuals and families
as sets of multiple problems? What kinds of new data, new concepts, new rela-
tionships do the statisticians have to be concerned with to use techniques like this
in the extremely complex and growing metropolitan areas?

Mr. Frazer. Thank you, Mr. King. There is another very similar tech-
nique to the PPBS, perhaps more sophisticated for us in health, that is coming
up through the Indian Health service. This program packaging technique is
similar in many ways to some components of the Planning-Programing-Budgeting
System now being implemented throughout the Federal Government. Because
this is a broad topic Mr. Miller will focus on the problem of using statistical infor-
mation to determine program priorities, and that is the technique that Mr. Miller
will now describe to you.
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Q Index: A Method for Determining
Health Program Priorities

Mzr. James E. Miller, Chief, Office of Program Planning and
Evaluation, Division of Indian Health, Bureau of Medical Services,
USPHS

I would like to preface my discussion of the Health Problem Priority Index
(better known as the Q Index) with a little background relating to the responsibilities
of the Division of Indian Health. Although the Division of Indian Health is very
much a part of the Federal organization as such, the responsibilities are very similar
to many of our State and local health organizations. I am referring especially to
the broad, comprehensive activities that, within a single operating agency, include
the total health of a population—responsibiiities that are not limited to any disease
or set of conditions but which encompass all diseases and environmental conditions
detrimental to the health of a population. ’

In order to satisfy this responsibility, the Division of Indian Health operates
approximately 50 hospitals, 46 health centers, and over 55 health clinics. In addition,
a large proportion of health services are obtained through contractual arrangement
with local health departments, community hospitals, and private physicians.

The complexity of these operations dictated the development of a formal
standardized system for planning health programs and the allocation of available
resources.

The system that has evolved, to date, is described in the document “The Prin-
ciples of Program Packaging in the Division of Indian Health.” Copies of this docu-
ment have been provided to you and additional copies may be obtained from the
Office of Program Planning and Evaluation, Division of Indian Health, Public
Health Service.

Our discussion this afternoon will be concerned only with the development of
the Health Priority Index (Q).

The basic contribution of Q to the program planning process is that it enables
the program manager to consider all diseases and conditions on the same continuum
of measurement and from the same aspect. Q in its present form is, admittedly,
very embryonic but with proper expansion it has considerable value in assisting the
manager in making decisions regarding program emphasis and priorities.

In the development of Q two major factors were considered. An index was
desired that would reflect the impact of the diseases on our beneficiary population
and at the same time reflect the amendability of the disease to further reduction within
the limits imposed by generally available knowledge and techniques. The first factor
is measured in terms of productive potential lost due to a disease or condition while
the second factor is measured by mortality and morbidity differences between the
Indian beneficiary population and that existing in the general U.S. population. In
general, then, the more time lost—the higher the index number, the greater the
difference in mortality—the higher the index, and the higher the Health Problem
Index—the higher the priority for program action.
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The Health Problem Priority Index (Q) is obtained by weighing the crude rate
for the Indian population (D) by amenability to treatment as measured by the Health
Problem Ratio (M), and a value reflecting years of productive life lost due to mortality
(P) and adding to this product factors which reflect time lost due to morbidity
(A and B).

The specific formula is:

Q =MDP+L %(274.0) + 5(91.3)

This health problem index, or Q, forms the basis for establishing a priority for
ranking a disease classification, or even a specific disease, in terms of relative
importance.

Each factor combining to make up Q will now be taken as follows:

Indian rate

1. M=Health Problem Ratioc =——F———
U.S. rate

. Indian rate
This value, m
to the all races deaths (M;) using mortality rates that have been adjusted to
a standard million population. To arrive at these adjusted rates, the following
steps are taken: For both the Indian population and for the total U.S, population,
the age specific death rates for each health problem in the 17 broad classifications
(See table I) were calculated. These age specific death rates for both the
Indian population and for the total U.S. population are applied to the age
distribution of the standard population (table III) which is distributed in
such a manner as to yield an approximation to the average single-year age-
specific-death rates independently of the age distributions of the two populations.

2. D = Crude Indian mortality rate per 100,000 from a specified cause group.

This factor will have been calculated in the derivation of M.

3. P = Value for productive life lost due to mortality.

To arrive at P, the following steps are taken: For any cause selected, determine

the average age at death by:

a. determine the midpoint of each age interval selected. This midpoint is
then multiplied by the number of deaths for that age group. This product
will be the total years lived for those who died (table IV). For the age
group under 1 year the midpoint 0.5 is used, and for the age group 75
years and over 80.0 has been arbitrarily selected as the midpoint. The
average age at death for a particular health problem is obtained by summing
all the totals of years lived for all the age groups, and dividing this sum
by total deaths for the year.

b. This average age at death derived in “a” is subtracted from 65.0 years which
in terms of Social Security Laws represent generally the top lLmit of
productive employment. Considering also that the Census Bureau has
arbitrarily classified persons over 14 years as the potential working force
in the population, it means for our purposes that persons under 15 years
of age have a total productive potential of 50 years and any one dying
under the age of 15 years has lost 100 percent of his total productive
potential so that, in general, we have:

P = 1.0 when the average age at death is less than 15 years;
P = 0.01 when the average age at death is greater than 65 years, and

P = 65.0~ average at deathwhen the average age at death is between

0.0 - 15 and 65 years.

, is obtained by forming a ratio of Indian deaths (M;)
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4. L, A, and B—measurements of loss due to morbidity.
I — L, = average length of stay for Indian hospitals

e average length of stay for non-Indian hospitals
Overall, because this ratio of the Indian experience did not exceed that of
all races by more than 2 percent, in the example below, for simplicity, we
arbitrarily assigned this ratio the value of unity.

b. A—Computation of conversion factor.
Lost productive potential is also measured by days of hospitalization and
visits to outpatient facilities. For this purpose, determine the patient days
per 100,000 population; and because productivity lost from mortality is
expressed in terms of years, morbidity must also be so expressed and by

equating one inpatient day to%gof a year, we have:

%-,where A = number of inpatient days
and N = the total service population for the area.
Converting to years by multiplying byL it becomes

365
4 1 4 100,000 4
7 555 100,000=% —gEe——=-274.0.

c. B—Computation of conversion factor
Assuming that 1 outpatient visit is equivalent to a loss of 15 of a day,

= portion of a year

e , 1
then 3 outpatient visits = 1 day’s loss, and 3 % 368

lost, we have:

B . . .
~» Where B =number of outpatient visits
and N=the total service population for the area

Converting to years by multiplying i%

B, B _1
N PeOmeS w7595

B 1 B 100,000 B
¥ 7055 10000=% 555 —N

Finally, then, the formula for the Health Problem Index Q now appears as
indicated before,

- Expressing this as a rate per 100,000 persons it becomes

- 9L.3.

Q= mpP+ L L (2740 +-]€

N

To more fully describe the application of this formula, we shall use hypothetical
figures to clarify the procedure in obtaining Q. To begin with, suppose we have
available Indian deaths from two States under the jurisdiction of Area Office Z.
These deaths are by age and in the broad clarification cause groups shown in table I.
These deaths are then converted to rates by relating events to the estimated population
in the respective age intervals. The computation of these age-cause-specific death
rates are shown in table IT.

The class of disease “accidents, poisonings, and violence” has been selected as an
example. From table II which give the death rates from selected causes in broad
classes, the age-specific rates from class XVII are selected. These have been listed
in column (5) of the appendix table IIT. By multiplying these age-specific death
rates in each age group by the corresponding weight for size of age group (2) we
obtain the products in column (6), the weighted specific rates. The sum of this
column when divided by the number of years gives the equivalent average death
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rate or adjusted death rate (ADR) for Indians. The same procedure is applied to
the data for all races and carried through in columns (9) and (10) ; and the sum of
column (10), when divided by the number of years, gives the adjusted death rate
(ADR) for all races.

The ratio of this adjusted death rate for Indians from accidents, poisonings,
and violence to adjusted death rate for all races, from this same cause, gives us M,
the first factor in the formula for Q. The AM’s for each of the 17 health problems
are derived in the same manner.

The factor D is the crude death rate from this cause, i.e., accidents, poisonings,
etc.; and in our particular instance (from table II) is 304.2.

The factor P represents the productive years lost because of mortality from a
given cause and in this example is computed from the average age at death from
accidents, poisonings, etc. Continuing our example of deaths from this cause, we
had 80 deaths reported. In the first age group (under 1 year) there were 7 deaths
reported. Assuming that deaths are evenly distributed throughout the year it follows
that those who died lived, on the average, one-half of a year. Another way of con-
sidering this is that the midpoint of the age interval represents the average age at
death for the interval, and we can say that in the age interval 25 to 34 years each
of the 11 individuals who died lived 30 years; and together, all 11 lived a total of
330 years. Following this procedure through all the age intervals, and assuming
further that those who died after attaining their 75th birthday lived 80 years, we
arrive at a total representing all the years lived by those who died in the different age
intervals. This total divided by the number of deaths gives the average age at
death and in our example was 33.2 years (see table IV). This number (33.2)
subtracted from 65.0 gives 31.8, the number of productive years lost. Finally, 31.8
divided by 50.0 gives 0.64, the productive potential of a lifetime that is lost. In
terms of the Health Problem Index represented by

O = MDP + Lﬁ (274.0) =W(91'3)
we have obtained N, D, and P and so far we have
=22 403 > (304.2) (0.64).

From the mortality portion, we w1ll now direct our attention to the morbidity
portion or hospital feature relating to accidents, poisonings, and violence pertaining
to Area Z. As indicated above, for all practical purposes, we will consider the
ratio L to be unity.

In our present example, all that needs to be computed are % and Z% On
table V, for class XVII, we have 57.28 and 47.52 respectively for these two values.

26,300 26,300
Also on table V is shown the products of multiplying these values by the conversion

and 91.3.
By ranking the Q values in descending order, as shown in table V1I, the Disease

Priority Ratings are assigned for Area Z. Shown for comparison are the rank values
based on the crude mortality rates.

It is recognized that many factors affecting health problem priorities, such as
social, psychological, and economic costs of morbidity and mortality, have not been
given full consideration in the presznt formulae for Q. We are currently engaged in
increasing the sophistication of this technique to include these considerations. In
the interim, however, it is felt, in its present form, the method effectively highlights
the major problem areas.
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Table I. Indian Deaths From Selected Broad Classes of Diseases by Selected Age Groups, Z Areq,
1963
Under 75
Cause of death Total | 1 | 1-4 | 5-14 | 15-24|25-34 | 3544 | 45-54 | 55-64 | 65-74 | years
year | years | years | years | years | years | years | years | years | ‘and
over
All camses. .. covvevnenininnn.n 314 61 9 8 19 22 35 26 36 37 61
I. Infective and parasitic.......... 18 3 1 1]...... 3 2 1 3 2 2
II. Neoplasms........coovnvveinnn. 27 Tl...... 1 1{...... 4 4 7 3 6
III. Allergic, endocrine, etc......... < P ) P DY P 1 2 2 3
VI. Diseases of the nervous system. . . 16 )...... | I R 1 1 2 1 3 7
VII. Diseases of circulatory system....[| 69 |......[.. ... ... .l .o ... 8 5 13 19 24
VIII. Diseases of the respiratory
15 ¢+ VN 35 18 1 | PR k2 P 2 10
IX. Diseases of the digestive system..| 20 4 1l...... 1 5 3 2 2 1 1
X. Diseases of genito-urinary
SyStem. .. .veriii it L 2 R O R PR R 1 l......]- P 2
XI. Deliveries and complications of
Pregnancy. ............... .. 2 (e 2N P P P PP PP
XIV. Congenital malformations....... 5 4 ... ) S PR EE T R P PP vecaifies
XV. Diseases of early infancy........ 24 b e e S ) I PP B cevelocaaie
XVI. Symptoms, senility, ill-defined. . . (I R Y I P 1 Li..... 1
XVII. Accidents, poisonings, and
violence.............. ... ... 80 7 5 4 17 11 12 9 8 4 3

Note: In Z Area there were no deaths reported for classes IV, V, XII, and XIII.
Source: Special tabulations, Division of Vital Statistics.
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Table Il. Death Rates for Selected Broad Classes of Diseases by Selected Age Groups, Z Area 1963
Cause of death Total | Under | 14 | 5-14 [15-24|25-34| 35-44 | 45-54 | 55-64 | 65-74 | 75 years
1 year |yearsjyears|years|years| years | years | years | years |and over
Allcauses................. 1, 193. 9i5, 169. 5229. 6(107. 5[472. 6707. 4{1, 548. 7|1, 595. 1|2, 686. 64, 512. 2|10, 517. 2
I. Infective and parasitic..... 68.4| 254.2| 25.5| 13.4|..... 96. 5 88.3 61.3] 223.9| 243.9 344. 8
II. Neoplasms........o.onnn. 102.7| 84.7..... 25.5 24.9|..... 177.0{ 245.3| 522.4 365.9| 1,034.5
II1. Allergic, endocrine, etc. ... 3004 .. e e 61.3| 149.2| 243.9 517.2
VI. Diseases of nervous system. . 60.8[....... 25.5[.....0..... 32.2 44.2) 122.7 74.6| 365.9! 1,206.9
VII. Diseases of circulatory
SYSEEML. o v vvnnneeinanss 262,41, .o 354.0 306.7| 970.1|2,317.0| 4,137.9
VIII. Diseases of respiratory
TG + W 133. 0|1, 524. 4] 25.5{ 13.4f.....]..... 13270 ii]ennnn 243.9| 1,724.1
IX. Diseases of digestive
SYStemM. « v v vevvvvrnenson 76.0( 338.9| 25.5(..... 24.9(160.7| 132.7, 122.6] 149.2] 122.0 172. 4
X. Diseases of genito-urinary
[-37£175 1« H | ¥ 7] U DI DR R P 44,2} 6L.3f.......0....... 344. 8
XI. Deliveries and complica-
tions of pregnancy....... /8] PSS R PR oL | R O
X1IV. Congenital malformations. . 19.0/ 338.9|..... T R R S Y P PR
XV. Diseases of early infancy....| 91.8312,083.8].....] ... ..o [ heafeeeniforiniifeiea i ee
XVI. Symptoms, senility, and
fll.-defined.............. 2281 .o el 44.2| 61.3....... 122.0( 517.2
XVII. Accidents, poisonings, and
violence.......ooiinnnn. 304.2| 593.2|127. 5| 53.8(422.9(353. 7| 531.0( 552.1f 597.0| 487.8/ 517.2

NoTE: In Z Area there were no deaths reported for classes IV, V, XII, and XIII.

Table ll-A. Death Rates for Accidents, Poisonings, and Violence by Selected Age Groups, All Races,

1963
Under 75

Cause of death Total 1 1-4 | 5-14 | 15-24 | 25-34 | 35-44 | 45-54 | 55-64 | 6574 | years

year | years | years | years | years | years | years | years | years | and

over

Accidents, poisonings, and

violence.......oviiiiiieann 69.4 | 91.2 322192 (69.1|67.1|67.7|78.8|90.6 |115.1} 302.2
Accidents..........coovviiiiiiinnnns 53.4 186.2 | 31.1{18.3|57.3|45.1|43.051.4)62.5/89.9|274.2
Suicide....oovviviiiiiiiiiiiiie e 1ILO [o.ooifones, 0.3| 6.0|11.8|16.0|21.1|23.6 |22.4| 253
Homicide,........cooviiiinneen.n, 49 50| L.1| 06| 58102 88 6.2 45| 29 2.7

Source: U.S. Department of Health, Education, and Welfare, Public Health Service,
Statistics: Vital Statistics of the United States, 1963, vol. II, pt. A, tables 1-9.

National Center for Health
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Table lll. Work Sheet Showing Adjusiment by the Equivalent Average of the Death Rates For
Indians in Area Z and All Races, 1963

i Deaths | Specific Deaths | Specific
Weight | Esti- | in 1963 | rates per | Weighted | Estimated |in 1963 | rates per | Weighted
Age (in years) for size | mated | from 100,000 specific | population | from 100,000 specific
of age | popu- acci- popula- rate 1963 acci- popula-~ rate
group | lation | dents, tion dents, tion
1963 ete. ete.
m @ ® @ ® © N ® ) (10)
4 ®
3 G)X (@) (N (9X@
Under1......... 1 1,180 7 593.2 59.3 | 4,075,000 | 3,717 91.2 9.1
I-4. . oo 4{ 3,920 5 127.5 51.0 | 16,647,000 | 5,360 32.2 12.9
5-14. ... ... .. 10 7,440 4 53.8 53.8 | 38,012, 000 7,291 19.2 19.2
1524, . ... 10 | 4,020 17 422.9 422.9 | 27,717,000 | 19, 161 69.1 69,1
25-34............. 10 [ 3,110 11 353.7 353.7 | 22,154,000 | 14,883 67.1 67,1
35-44............. 10| 2,260 12 531.0 531.0 | 24,502,000 | 16,622 67.7 67.7
45-54.. ... 10 1,630 9 552.1 552.1 | 21,464,000 | 16, 887 78.8 78. 8
55-64............. 10 | 1,340 8 597.0 597.0 | 16, 392, 000 | 14, 839 90.6 90. 6
65-74............. 10 820 4 487.8 487.8 | 11, 335,000 | 13,070 115.1 115.1
754 25 580 3 517.2 | 1,293.0 | 6,232,000 | 18,835 302.2 755.5
Total......... 100 | 26, 300 80 (304.2) | 4,401.6 [188, 531,000 (130, 748 (69. 4) 1,285. 1
. 4401.6
ADR (Indian) 160 =440
ADR (All Races) 2001199
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Table IV. Average Age at Death Among Indians from
Area Z, 1963

Accidents, Poisonings, and Violence, in

Age interval Number Midpoint Years lived

(1) 2 (3) (4) (2)X(8)
N |- I 80 ...t 2,658, 5
Under 1 year. . ooiiiii it itiiineiinnneerrsorennsserennceneeens 7 0.5 3.5
14 JEATS. vttt t it i e 5 3.0 15.-0
L 4 10.0 40.0
1524 YEATS. . ottt et e e 17 20.0 340.0
2534 YEATS . . et ver et et a e 11 30.0 330.0
3544 YOALS. s v vttt iat it i i et et 12 40.0 480.0
L s e Y L R 9 50.0 450.0
D584 YEATS . o ottt v tet i i e 8 60. 0 480.0
B5—T4 JEAIS . v v v ettt e ae e i 4 70.0 280.0
75 years and OVEL. .. .ovvvuuenuineenenennuuonaneeereeceneneaanes 3 80.0 240.0

Average age at death=2’685(§3 '5=33.2 years.
Table V. Morbidity Component, Area Z
A—In- B—Out- y:| 1 B
Disease classification patient days | patient visits | 7 (274.0) N (©1.3)
1963 (1) 1963 (2)

Total, excluding newborn. .........coiieveneeeriinn.. 52,729 44,833 |. ... .iiiiiie i
1. Infective and parasitic diseases.........ceevvnneenennn 2,911 1,670 30. 41 5.75
TI. NeOPlasms. . oo vvveneennerontrannrsnreanaaneeansanes 1,548 717 i6.17 2.47
III. Allergic, endocrine, and nutgitional diseases ............ 1,248 897 12.88 3.10
IV. Diseases of blood and blood-forming organs............. 215 186 2.19 0. 64
V. Mental, psychoneurotic, etC. . .....oveerienniennen. 728 997 7.67 3.47
VL. Diseases of the nervous system. .........coovuinneeenen 4, 289 1,928 44, 66 6. 66
VII. Diseases of the circulatory system.......ccvevivereennnn. 3, 543 2,197 36. 99 7.67
VIII. Diseases of the respiratory system........oveevererennns 9, 580 9, 774 99, 74 34. 15
IX. Diseases of the digestive system. . ....oooveeeeiviinnn. 7,807 6,277 81. 38 21, 82
X. Diseases of the genito-urinary system.............cven.. 2,262 1,973 23. 56 6. 85
XI. Complications of pregnancy........covveevievranaeeees 5,181 7,487 53. 98 26. 02
XKII, Diseases of skin and cellular tissue.........cooveeivnn.n 1, 620 1, 345 16. 99 4, 66
XIII. Diseases of bones and organs of movement.............. 1,282 649 13.43 2.28
XIV. Congenital malformations. ..........oovvivenenennnns 540 224 5.75 0.82
XV. Certain diseases of early infancy...........cooeeiinnn. 1,436 628 15.07 2.19
XVI. Symptoms, senility, and ill-defined ............. .ot 2, 811 3,143 29. 31 10. 96
XVII. Accidents, poisonings, and violence ............coouvn 5,728 4,752 59.73 16. 53

!

1N, (the estimated population at risk in the Area Z)=26,300.

115




Table VI. Showing Method of Obtaining Q Valvues For Each of 17 Health Problems

Disease classfication ﬂ]é— X D X P+ %(274. 0 + %(91. 3 = 0
t
I. Infective and parasitic diseases .. l—g—g——g X 68.4 X % + 30.41 + 5,75 = 256
395.6 9.4
II. Neoplasms.................... BIE X 102.7 X 50.0 + 16.17 + 2.47 = 36
III. Allergic, endocrine, and nutri-
tional diseases. .............. % X 304 X g gé + 1288 4+ 310 = 17
IV. Diseases of blood and blood-form-
ingorgans.................. 0 0 0 2.19 + 0. 64 = 3
V. Mental, psychoneurotic, etc..... 0 0 0 7.67 + 3.47 = 11
Y
VI. Di f th L 366.7 X 60.8 X 2.3 -+ 44, 66 + 6. 66 = 53
. Diseases of the nervous .sys em... Fzg . 0.0 2 3
. . 1429. 3 0.01
VII. Diseases of the circulatory system. 59345 X 262.4 X 50-00 -+ 36. 99 + 7.67 = 46
. . 486. 3 34.1
VIII. Diseases of the respiratory system. 1463 X 133.0 X 0.0 + 99. 74 +  34.15 = 435
. . 92.9 31.7
Diseases of the digestive system. . 319 X 76.0 X 350 -+ 81.38 +  21.82 = 189
X. Diseases of the genito-urinary
SYSEEIML . ..e.iiiitiieaa.n % X 15.2 X 5% + 23. 56, + 6. 85 = 31
st 6.4 35.0
XI. Complications of pregnancy, etc. . 0.6 X 7.6 X 5.0 -+ 53.98 - 26.02 == 137
XII. Diseases of skin and cellular tissue . 0 0 0 16.99 -+ 4,66 = 22
XIII. Diseases of bones and organs of.
movement.......oeeveeenn... 0 0 0 13.43 + 2.28 = 16
X1IV. Congenital malformations........ u X 190 X 1.0 + 5.7 + 0.82 = 11
g 6.6
XV. Certain diseases of early infancy. . % X 91.3 X .o + 15.07 + 2.19 = 29
Tpmd o e amd Mo 121 s % 001 4+ 2981 4 10,9 = 41
ed. e 350 . X A X =
XVIIL. Accidents, poisonings, and vio- 44.
lence...........oiiiiiLL, 29 X 8042 X 0.64 -+ 59.73 - 16,53 = 740
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242-344 O -67 -9

Table VII. Area Z Disease Priority Rating Rank Order Compared With the Rank Order of the Crude
Death Rate of 17 Broad Disease Classifications as Causes of Morbidity and Mortality, 1963
Rank order of Disease
crude death rate priority N Disease classification value
rating
| N 1 [ XVIIL. Accidents, poisonings, €1C. . . . v cvi ettt it ii e, 740
< 2 | VIII. Diseases of the respiratory system. .........oovuivnniiiiiinneneenn. 435
T 3 1. Infective plus parasitic diseases. .........c.ooviiiineiiiiniininenn.. 256
6.t 4 IX. Diseases of the digestive system. ..ottt 189
L J 5 XI. Complications of pregnancy, €tC........ccuviiererernineneneennnn. 137
. 2 6 VI. Diseases of the nervous system. ............oiiiiii i, 53
2 i 7 VII. Diseases of the circulatory system. .. .. o.vvvvvei it iiiineninnnannn 46
10, 0iiieeninns 8 [ XVI. Symptoms, senility, etc......... ..ol 4]
L 9 TT, NEOPIASITIS . & ¢t vveeiet et etiiiia et s eniiiae et iinanenanns 36
12,0l 10 X. Diseases of genito-urinary system. .......covviiiiiiniiiiniiiranaans 31
L 11 XV. Certain diseases of early infancy...........cooiiiiiiiiiii i, 29
() I 12 | XII. Diseases of skin plus cellular HSSUE. ... .ovvvrininiininininininninan. 22
L 13 II1. Allergic, endocrine plus nutritional. . ......... oo, 17
[ 1S 14 | XIII. Diseases of bones plus organs of movement..........c.ouviiiiereenn.. 16
| N 15 | XIV. Congenital malformations. .. ......uveieeeiienerniinnanereennennas 11
(O I 16 V. Mental, psychoneurotic, €tC.......cviiiiettinirirrenanneenannns.s 11
M. 17 IV. Diseases of blood plus blood-forming organs...................... ... 3
1No deaths reported.
DISCUSSION
Mr. Frazier. I am sure there will be a number of questions regarding the
presentation of the “Q” technique and program packaging and also from the pre-
sentations of our other discussants.
First, as I pointed out to you, I would like to move back through the presenta-
tions as they occurred and see if we can get a fight going or a lively discussion.
I think there is a linkage here between a number of things we have heard.
Dr. Domke’s excellent presentation on what could be done with existing infor-
mation put together in a new way leads us in one direction.
The population laboratory ideas that were proposed tie into a number of the
promising features of S. 3008.
The health survey information (at both the national level and the local level)
may be the type of information we will need to have if we get into the appraisal
of health problems such as has been described in the Q index.
I would like to open this up for panel discussion and go back to Dr. Domke,
who was first and should have had an opportunity now to assimilate some of
the remarks that have been made. Will you open up the discussion, Doctor?
’ Y




Dr. Domre. Earlier it was stated that I might be identified as a fellow
statistician. In this discussion, though, I think I should revert to my role as a
health officer.

For a long time there has been a critical need for data about metropolitan
areas for they are the units in which the urban population lives. Metro data
more widely available to the public would have a good deal of impact on local
programing and, as better data, provide some of the strength that we need at the
local level to complement the program planning that goes on federally.

To achieve good metro health data, however, the NCHS and other units of
the Public Health Service must take a greater interest and give more attention
to the development of metro health material.

If it is understood that I am doing this to start the lively discussion that Mr.
Frazier requested, I will ask Mr. King a question.

I first learned of the introduction of S. 3008 as I happened to come back to
this country from a stay in Ireland. When I first heard the phrase “cooperative
federalism,” it seemed to me after having been a local health officer for 20 years
that this was like the British-imposed home rule for the poor, long-suffering Irish
nationalists.

I would like to have Mr. King comment, if he would, on how we can insure
that there is adequate local involvement, to achieve the kind of better planning that
he requests. Better statistical planning is needed, but can we insure that the local
statistician and other local personnel can make a contribution?

Mr. Kmvg. There is a long standing agreement between Dr. Domke and my-
self about the direction in which the planning process and statistical programs
should go. I think we differ in our roles. He is on the firing line, you might say, in
the place where the problems are, and needs particular kinds of information to get
on with the action. He certainly has the role of not just a goad but a conscience to
people who are doing the planning for the Federal agencies—planning of the sort
in which I am involved.

I do not think as an individual I can speak for planning in the agency, what is
going to happen in the future, or what we are really committed to one way or the
other. But I can say that there is a much broader realization of the need for these
data, for supporting local areas much more effectively, for strengthening State
support of local areas much more effectively, and for getting feedback from the
local area, both to the States and Federal agencies, about the effects of what we
are really doing. I mean the detailed effects, detailed information about the
effects of what we are doing here.

I believe there certainly is a responsibility to study and to listen to the
problems of the health officers—the decisionmakers—as they see them, especially
those who are sophisticated and who really understand the use of these data.

In some areas you may not have as much of a realization of the usefulness of
statistics, and I personally believe that it is up to the Public Health Service and the
other Federal health agencies to continually encourage and to provide emphasis on
the local health-planning functions, on the better use of local information, on what
statistics really mean, on what we really need in these categories, and to publish
them, put them in proper categories, and to get them out not only to the places
that realize they need them, like Allegheny County, but to the places that are not

quite so sure.
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I think we are becoming much more concerned with the political processes
in the broadest sense, and with those other uses of health data that Dr. Domke
and some other people were talking about, the ones that the community planners
need, the poverty programers need. I am talking specifically of health data that
will influence their decisions in their own furnctional areas. In my opinion, in
the past we have not encouraged enough of these kinds of relationships at the local
and State level. And we are committed, I think, to strengthening these relation-
ships and to supporting this kind of interjurisdictional data gathering, as well as
creation of new categories and new formats useful for decisionmaking and for
action planning.

Mr. Frazier. I think one element we need to pick up here is the fact that
while there are challenges to the statistician (Mr. Israel said in the form of leader-
ship, and Mr. King said there are challenges in providing information along the
lines that Dr. Domke has outlined), there is also a need to look at new types of
information that will be required if we are to pursue this generalized technique
of “Q” or any other priority scheme, which allows us first to get up a goal, sec-
ondly to see what are important elements in attaining this goal, thirdly to look
at alternative ways of moving toward this goal, and finally to sense how far we
have moved toward the attainment of this goal.

In a nutshell, that is what the program packaging and the PPBS are about.
As statisticians we have to consider this question very carefully: Do the techniques
we now have, do the measures we now generate, the form in which we now pre-
sent them, meet these needs? If they don’t, and if we are going to exert any
leadership, we’d better start looking for other indices, we’d better start listening
to what people such as the developers of the Indian health program packaging
method have done about modifying their techmques so they can approach these
program information needs.

I am not at all convinced that vital statisticians are particularly attuned to
the needs that are being talked about in program budgeting systems. I would
like to hear some comment on this, either from the panel or from the floor.

Dr. Kersay (Louisville-Jefferson County Health Department). 1 don’t
know whether this is the right time to make this observation or not. But look on
page 20 of the conference program and you will find the vital registrars are in
their own briarpatch while we are in ours. They haven’t heard a word said
here. We haven’t heard a word they said. It looks like we will never get
together. ’

Mr. Frazmr. Yes, sir, we are quite aware of that, Doctor Kelsay. T guess,
looking back as to why this was scheduled at this time, we felt (or somebody felt)
that all of these people were here and those who are not going to be in the regis-
tration executive’s meeting need something to do on Thursday afternoon.

I think it is a good idea to get together, but I do wish some of the vital
registration people could have participated in this session.

Miss GurarLnick. I would like to say I think it is rather appropriate we
meet here without the State people. The Federal-State pattern of relationships
has been quite well established and has been a good way of working out our
mutual problems.
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The metropolitan areas are by and large new, and the relationships with the
Federal Government are not established and are different relationships. They are
the ones where we have new problems and need new solutions. If this group can
recommend to the Federal Government or to the statistical agencies the needs
of the metropolitan areas independently, we might then move into a discussion
of the more complex three-way relationships of Federal-State-local governments.

Dr. Kantor. I would like to make an observation here, and it is one that
came up in the training session this morning also.

I think the concern (at least from the training session) is how to get people
to become vital statisticians. Either health departments train them themselves or
we look to schools of public health. It is important that we look to other places
also to recruit people with different points of view, because they might have some-
thing to contribute with their different approaches to vital statistics data.

Looking at this in terms of health planning, I think the economists, sociol-
ogists, the community mental-health-oriented psychologists, for example, all have
ideas which are relevant to health planning and we ought to look to ways of
having them collaborate with health departments in their work.

Now, I think also that in order to attract people to the field of public health
statistics they must have some freedom to develop interests of their own as well
as looking at ways of dealing with the more traditional vital statistics material.

I think this is relevant to the question of why the registrars and people con-
cerned with certification and recording are in one meeting and we are here in
another meeting.

It also relates to the kinds of items that are on certificates, how are they being
used, how are they being related to programing of all kinds.

I don’t know. Maybe somebody else would like to speak to this, too. Per-
haps these are quite radical ideas to some of the people here for the conference.

Mr. Vavean. I am wondering if we aren’t belaboring the term vital statis-
tics. I think we started out in an early age in the United States, in the early
19007s, and we said there were seven basic functions of a health department, one
of which was vital statistics.

The vital statistics at that time were concerned mainly with the collection
of vital records which were termed birth, death, and fetal death.

Since that time we have been trying to get away from this connotation that
vital records are only those records pertaining to births, deaths, and fetal deaths.

Isn’t it just as important for a record coming from a nurse relating to a
pregnant woman who is going to give birth to a child, isn’t that just as vital in
some respects as the paper that would be recorded as a vital record? And some
of us who have been in this field for a while have been working to dispel the idea
of a vital statistic, and think in terms of perhaps a public health statistic.

Now we are turning to other terms and in many instances we call these public
health records. I noticed even the old American Association of Registration
Executives changed its name to the American Association for Vital Records
and Public Health Statistics, which changes this connotation.

As we get into local health departments we think in terms of operations of
programs, while at State levels we think mainly in terms of major study types
rather than the actual performance and carrying out of the work.
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So, we need an entirely different type of statistic at the local level. And this
comes from many types of records.

If we begin thinking in these terms, we get away from the connotation of
the so-called vital statistician and the vital record connotation and begin thinking
in terms of public health records as they relate to health.

Maybe we should get away from the connotation of public health records and
get to health records, and health statisticians, or analytical statisticians, and so
forth, rather than to stick with this connotation of vital statistician. I think we
would get a lot further with our work. '

Mr. Frazier. There are even some who I believe might prefer to be labeled
public health analysts and, heretic that I am, forget about the word statistician,
because we do have, I think, colleagues in this room who would say first they
were not statisticians but maybe they were sociologists. We have a health officer
who is very much interested in statistics. So I think maybe there is an element
of analysis here that sort of overrides all of this.

This problem of being labeled vital records and vital statisticians has bothered
some of us a great deal.

Dr. Domxe. I am very much in agreement with everything that Mr. Vaughn
has said. My comments are not in disagreement, but are only to supplement.

Whether called vital statisticians or health statisticians, I think the real prob-
lem of frustration we all are dealing with is that we haven’t had available to us
some of the data we need to influence decisions in the community.

The meaningful data that are going to be most useful are more likely going
to be about the metropolitan area than about some municipality or State. I
think all of us would feel a good deal happier about our role if we were involved
in producing and using data that are more “natural” in the sense that they are going
to pertain to the real community in which most Americans live: that is the metro-
politan area.

I think some of our frustrations are simply because we have been producing
kinds of data which haven’t met the needs of the community planners. The
community planners are making decisions all of the time. They are not going
to wait for the appropriate data, and some of that appropriate data are by metro-
politan area.

Mr. Kimve. I would like to respond to the idea that was put forth before
about the statistician. I always think of statisticans as planners. You might
go even further and say all statisticians or vital records people are public health
planners.

Essentially that is the way in which their information is going to be used.
That is the payoff, or the payoff is even further beyond that: the implementation
of the plans and measuring the progress.

T think a realization of this context and of the use of data would make all
of the statisticians really become planners. As soon as they become planners they
can say what data are needed. They don’t just have to secure it for somebody
else who says what isneeded.

Mr. DeHorr (Baltimore City Health Department). I would like to take
issue with Mr. King on public health statisticians becoming public health plan-
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ners. I think you can be one or the other. But when you get to be a planner
you become an administrator, and I believe we would be better off thinking of
ourselves as administrators or as statisticians in public health services, and in these
services we can plan systems. I think planning takes into consideration some of
the less tangible factors than you can develop here; but this is frankly a biased
opinion.

Dr. Kantor and Mr. Israel pointed out two areas for broadening your interest.
If you broaden your horizon, and lower your portals, I wonder whether you are
also going to lower your statistics.

Mr. Swayne took note of the difficulties of planning with statisticians only,
when you have situations where those in authority will not support travel for
statisticians to attend important professional meetings for no more than the distance
- that everybody else goes to see a ballgame.

Mr. Frazier. Would anybody like to keep this planner-statistician dichotomy
argument moving? I will keep it moving, if no one else would like to. I think
everybody does a little bit of planning. I don’t think anyone does all of it.

Maybe the way we ought to approach this planning responsibility and how
it ties into public health statistics is to ask ourselves what kind of information did
we produce last year with our vast statistical system that in any way effected a
meaningful program change in our department.

- Now I think it is good to address this question to yourselves every now and
then. "It is a hard one to answer truthfully, because I am sure in my own career
there have been many years that have gone by where the system, as I knew it, did
not produce, at least to my knowledge, 2 meaningful change in the overall ac-

“ tivity in which I was involved.
The fact that it didn’t may mean I was too much a statistician and not
.enough of a planner.

Dr. Kersay. This business of being a planner or not seems to be a kind of
local and perhaps an administrative consideration. Some statisticians merely get
the facts and give them to someone. Others get the facts and interpret them and
give them to someone. Still others get the facts, interpret them, and take some
planning action. And still othérs do all three of these and then take some execu-
tive action.

My situation is simply to get the facts, interpret them, and let it go from there.
I give it to the health officer or chief of the environmental health services, what-
- ever it is, and he does the planning and action.

In my case I don’t try to plan much, in, say, the division of general health on
the basis of statistics that are given me.

Mr. Frazier. Any other confessions?

Mr. Kine. When you are interpreting data, you are doing some planning,
too. What you consider most significant is indicated by how you stress it or how
you point out what it may mean. Isn’t this an influence and a minimum amount
of planning as to whether one goes on this way or whether one changes?

I think every statistician is involved in some type of planning, even though
they are just analyzing data; and they may not be at the administrative level.
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Mr. SwayNE. I feel there are many limitations to the quantitative approach.
There are certain things we can’t do and should not try to do. And that is part
of our role: To try to help administrators and planners know when measurement
is appropriate, and how to use it appropriately in program planning. This kind
of statistical service makes the statistician a true partner in the planning process.

Mr. Kmve. I think this is an area related to and reinforcing previous remarks
about the development of the social science disciplines, the training of new people,
and recruitment of people from universities. I think there are a great many
things that can be quantified. They may not be quantified yet, but they soon
can be if people put their heads together. Here Dr. Kantor’s emphasis on the
statisticians’ own interests is relevant. They certainly might be in the line of
quantifying something new, measuring something new, or developing some new
index. There is no reason at all why this should not occur in the local health
agency or planning agency. I myself hope this kind of research function will
increase at all levels of the government. As soon as a new unit of measurement or
a new index is developed, you have new alternatives to present to your decision-
maker. You have a whole new area of justification for his planning. Even if you
are not the one who actually makes the decision, you can show the one who does
how to do things he would like to do, but never thought were possible before.

On the definition of the word “planning,” I think everybody is becoming
more and more committed to the idea we want everybody to be in planning. We
don’t want an elite group of planners and then a lot of functionaries that sort of
serve them, giving administrative support, and a few people to run around and
carry out their orders. The idea is that as many people as possible should be
making informed judgments which all together in some way lead to a health plan
and its implementation.

Mr. MiLLEr. I would like to add to Mr. King’s remarks briefly. I wonder
if we might look upon the statisticians not so much as bean counters, as I have
heard them referred to (and I am one myself), but as essentially analogous to the
intelligence officer in the military service, whose responsibility is to provide intelli-
gence to the program manager.

From this standpoint he has to know what the program manager needs in
order to make a decision. It is his responsibility to provide the quantitative basis
for making this decision. Now, this doesn’t mean that the decision is solely on the
basis of the numbers and the analysis you provide. There are overriding things
also, political pressures, sociological pressures, this sort of thing. But to view your-
self as a person who merely gives the numbers to somebody else to use as he sees fit
is to shirk a critical responsibility. .

" The person who is looking at the numbers is not familiar with the back-
ground, doesn’t know what they really are comprised of, or what they really meas-
ure. An analysis has to be done in terms of what the information is going to be
used for. From that standpoint, the statisician has to be very closely acquainted
with the planning process, the decisionmaking process, and what kind of informa-
tion is required.

Mr. Isragr. Iwould like to change the subject, if I could, and pursue a little
further, perhaps with Mr. King, the question of the interchange of personnel that
is described in Senate bill 3008.
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I think from Mr. Swayne’s comments this afternoon (perhaps from some of
Dr. Kantor’s comments and from many other comments that we have heard all
week long at this conference and at other meetings) there seems to be a rather seri-
ous problem at the State and local level, and I think the Federal level also, in
recruitment and training of statisticians.

I'wonder whether there is any definite thinking in terms of this interchange of
personnel as to whether this will be only a one-way street, or an exchange in which
the State and local levels will be able to provide the people to come and work and
get some exposure and exchange of ideas at the Federal level.

Mr. Kive. This is a very interesting proposal.  As you point out, most of the
movements of personnel in the past have been pretty much one way: Federal
people going to talk to State people and they sometimes give them technical assist-
ance as we call it.

"There are cases where State people do come to the Federal level for particular
kinds of training, such as the Communicable Disease Center. Laboratory tech-
nicians come there to get various kinds of training.

There are precedents for this. But in the Elementary and Secondary Educa-
tion Act of 1965, which is the responsibility of a sister agency in the education area,
there is a provision for the reverse flow of people, for State and local personnel to
come in and get experience at the Federallevel. This interchange of personnel is
also a major objective of S. 3008.

"There are a lot of problems involved in freeing people at the State and local
levels to come and get this kind of training. But we are now in the process of
thinking what the administrative regulations for this kind of interchange would be,
and we would be happy to have suggestions from the floor.

Mr. Mirrer. Iwould like to say the Division of Indian Health has made a pro-
posal to the Surgeon General. It is somewhere in channels now. It offers the
training facilities of our division located in Tucson, Ariz., which we use to train
our own people in program planning, budgeting, adminstratve research, and
management epidemiology; to train regional PHS representatives in program plan-
ning. This would mean you would be getting some technical assistance closer
than Washington.

I think the possibility of expanding this training to include all States is quite
possible. I certainly believe if this conference came out wth a recommendation of
such, it would fall on very eager ears.

Mr. Frazier. Mr. King, if this provision for training in S. 3008 does go
through, would it be possible for State people to come in for the types of orientation
sessions that the Civil Service Commission has been sponsoring for the new pro-
gram budgeting approaches? I suspect that the Public Health Service will be
working with them. Would it be possible to bring the people in from the States
for this kind of orientation?

Mr. Kmve. I think it would be essential to bring them in for this kind of
orientation. The planning, programing, and budgeting system that is being put
in is, as you know, a Government-wide operation. This is being developed in all
agencies.
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Of course it has to develop in the way that is peculiar to the function of each
agency. The Federal health agencies are a place for the State and local health
people to come to learn about these techniques.

I do think, however, that we are not going to wait for the State and local
people to be able to come to the Federal agencies for these kinds of things. There
will be an attempt to increase the technical assistance and, as we said here before,
various kinds of training assistance to encourage State and local governments and
agencies to use these kinds of things. There will be increased information to
tell them what is really available.

Dr. DoMkE. I think that this planning, this provision for interchange and
for the training that would accompany it, could very well be an extremely valuable
contribution.

Certainly all of us are very much aware of the kind of provincialism that we
find at the local and State levels. Certainly local health officers need to be told
that they must take a more active role in representing the problems with which
they are most familiar at State and National levels.

It is no less appropriate to hope that the national officials will also be less
“provincial” and recognize what are some very real kinds of local problems.

There would be, I am sure, some real problems in working out this inter-
change. But I, for one, would see this interchange of personnel between Federal
and local levels as a remarkably good opportunity to break down these barriers
which are so much tied to the Federal, State, and local legal structure of how we
govern ourselves.

These are legal structures that obviously go back a couple of hundred years
as we work in trying to solve health problems. Let’s be better health specialists
for today whether we are statisticians or planners or whatever.

I think this kind of interchange proposal might help a great deal in getting
us all to do a better job of being what we are—health specialists—and less con-
cerned with some legal realities (but sometimes also legal fictions) of what is
Federal, State, and local.

Mr. Frazier. Thank you very much, Doctor.

I would like to thank the panel for their participation and the audience for
their participation, and with that I adjourn this special session.

Thank you.

DOCUMENTATION
1. “Some Implications of Urbanization on Urban Health Affairs.”” Address by
M. Allen Pond, Assistant Surgeon General for Plans, U.S. Public Health

Service, at the Annual Meeting of the American Public Health Associa-
tion, New York, N.Y., Oct. 6, 1964.
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THIRD GENERAL SESSION

Presiding

Dr. Robert D. Grove, Chief, Division of Vital Statistics, National
Center for Health Statistics, U.S. Public Health Service

We would like to welcome all of you to this Third General Session.
I doubt very much whether there is anyone in the audience who feels
quite as vigorous, physically, as he did Monday morning, but I hope all of
you feel even more vigorous spiritually and intellectually.

As you know, the American Association for Vital Records and Public
Health Statistics has been in session here preceding this meeting. We
have had close relations for many years with the Association. I would
now like to call upon Mr. Lee Aase, the immediate past president of the
Association, to tell you of the activities underway.

Report of the National Meeting
of the AAVRPHS

Mr. Leland E. Aase, Past President
Mr. W. D. Carroll, President

The American Association for Vital Records and Public Health Statistics had
a 2-day session on June 18-19, as well as a 1-day preconference session with rep-
resentatives of the Social Security Administration.

The purpose of the preconference session was to investigate the possibilities of
reaching an agreement about the problems of national record clearance. We
are particularly interested in a uniform numbering system. I am sorry to an-
nounce that we, as yet, have not reached definite conclusions in this regard; how-
ever, it is a subject on which we hope to continue negotiations.

We have had two excellent meetings with representatives of the Social Secur-
ity Administration. Participants at the meeting represented the Social Security
Administration and the American Association for Vital Records and Public Health
Statistics. Alsoincluded were representatives from the National Center for Health
Statistics and observers from Canada, who had special problems.

We are thinking about two possibilities. One is the use of the birth number
as an identification number, and the other is the use of the social security number.
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The matter of record clearance, which we discussed at our meetings, is one
that is uppermost in our minds. It seems that with the tremendous increase in
research activities we in the State records services are deluged with requests for
all types of records. Our problem becomes one of providing services where we
have insufficient funds and personnel to get this job done. So our objective is to
find a uniform clearance method—a simple uniform method—that will give us
results in these particular areas.

At this time, Don Carroll, the president, will give you the balance of the
Association meeting report.

Mr. Carrorr. There was an excellent presentation by Mr. Franzen on
procedures for State implementation of the standard certificates. Included were
historical notes relative to the development of standard certificates and the registra-
tion system in this country, a statement of needs for greater uniformity in our regis-
tration system, a proposed schedule for implementation of the standard certificates,
elements of a successful transition—which were very cleverly prepared—and rec-
commendations for actions to expedite the implementation of the standard
certificates.

Mr. Veigel reported on a meeting of the Surgeon General’s Committee on
Research Uses of Vital Records.

Dr. Calhoun reported for the Committee on Library of Information. This
committee was appointed to study the proposal by Dr. Erhardt that the Association
develop a textbook on vital registration and vital statistics. The committee has
made its recommendations to the Association, and the executive committee will
take appropriate steps to implement this proposal.

Other reports included one by Mr. Williams on data procurement. A com-
mittee of association members served in an advisory capacity to the National Cen-
ter to revise the schedule of fees for data. New contracts, based on these new fee
schedules, have been sent to the several registration areas.

Mr. Chancellor, reporting for the Committee on Archives, said a history of the
Association since its organization in 1933 has been completed and is now ready for
the printer. It will soon be available for distribution.

Thank you.

Dr. Grove: On my own behalf, and speaking for the staff of the National
Center for Health Statistics, I would like to thank Lee Aase for his cooperation,
particularly during the past 2 years when he was president of the AAVRPHS, and
to welcome Don Carroll as the new president. We have known Don for many
years, and we consider him a very good friend.

The major item on the program this morning is to hear highlight reports on
the various workshop meetings and other sessions that were held this week. Asyou
know, it was mathematically and physically impossible to attend all of the ses-
sions, because most of the time there were at least four taking place simultaneously.
It is also obvious that many sessions that extended from 3 to 6 hours, and were at-
tended by 50 to 150 people, cannot in a literal sense be summarized in the short
time we have this morning. Therefore, the people who are going to report to you
on these sessions deserve your sympathy, because they are under stringent time
limitations. '

I would like to call first on Mr. Loren Chancellor to report the highlights on
Workshops A and B, which dealt with the standard certificates and handbooks.
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Workshop Highlights
Workshbés A&B

Mr. Loren E. Chancellor, Director, Records
and Statistics Division, Iowa Department of

Health

In summarizing the workshop reports, I was sur-
prised that there was quite a little agreement be-
between the two workshops considering the same
subject matter.

The standard certificates of live birth, death, and
fetal death—1t is agreed that the content of the cer-
tificates is in final form. The format is in final form,
with the exception of detailed editing and some
necessary changes due to errors.

There were several detailed comments on the
content of the certificates, such as wording of the
item on “month of pregnancy prenatal care began”
and education versus occupation. These detailed
comments will be included in the expanded work-
shop report.

There were comments on the format in regard to
spacing, lettering, and the order in which the items
were shown. These will be adjusted in the final
copies.

The time schedule——Certificates will be in the
hands of the States by fall. Certificates are to be in
use by January 1, 1968.

What the National Center for Health Statistics
can do and cannot do for the States, with regard to
the standard certificates—The Center will not be
able to print the certificates for the States. The
Center will be able to provide a photographic nega-
tive which the States may cut or modify and put
back together to suit the needs of the various States.
The Center will be able to assist the States in adapt-
ing the certificates after modifications are made.

Status of the handbooks.—For the first time, I
believe, detailed handbooks were prepared with the
intention that they be models for adaptation by the
States. They are a hospital handbook, funeral di-
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rectors handbook, physicians handbook, and a med-
ical/legal handbook. The time schedule on these
handbooks is as follows: An editorial committee in
the Center will begin editing and rewriting the
handbooks in the very near future. Comments are
solicited from everyone, and the Center will con-
sider these in their final preparation.

The target date for completing the handbooks in
the Center is October 1966, and distribution is
scheduled for the spring of 1967. I think that all
of us in the States would hope that this time sched-
ule could be moved up, because if the States are
going to adapt the handbooks to their own particu-
lar requirements a minimum of at least a year will
be needed to do this.

What the Center can and cannot do for the
States, with regard to the handbooks: Copies will
be provided to the States in any quantity they desire.
This would be with or without the covers, as the
State might desire. The Center will not be able to
publish any manual as révised for a specific State.

Comments on the handbooks: Some flags, such
as asterisks, and so forth, will be employed in these
handbooks to identify those portions which may re-
quire modification. If possible, this will be carried
out so that if a State desires to use 2 handbook, as
it is printed by the Center, there will be no undue
obstruction. Identical subject matter was found to
be not entirely consistent and uniform within each
of the handbooks. In other words, there is some
information repeated in various manuals, and it was
brought out that this should be consistent in all
manuals.

For the physiciang handbook, two approaches
were suggested: One would be the concentration
on medical certification with all other information
listed in the appendix, with the thought that the
physician will not have time or desire to read all of
the information. The second approach would be
to draft a handbook along the same line as the other
three handbooks, making it both general and spe-
cific in instruction.



We talked a lot about the various types of educa-
tional media that might be used in promoting stand-
ard certificates. It was agreed that articles should
be published in journals of State associations. Of
the new educational media, we felt it would work
best if initiated at the State level. We could request
assistance and advice from the Center.

It was agreed that articles should be prepared
for professional journals directed toward the
physicians. By so doing, the physicians would be
acquainted with the impending changes and the
reasons. To avoid confusion relative to the prepa-
ration of current certificates, among other things,
it was felt that careful thought should be given to
the timing of such publications.

It was recommended that articles be published
that are directed to hospital associations and medi-
cal record librarians, etc.

What the Center can do for the States: First, the
NCHS hopes to complete a film on birth registra-
tion which will be offered on a loan basis through
the Public Health Service to the States. This would
be appropriate for use in medical schools.

Second, the Center expects to develop certain
types of exhibits that may be used on request by
States.

Third, articles will be prepared for different pro-
fessional groups for use and modification by the
individual States. L

One of the other important items that came.to
the attention of the Workshop concerned the
access to data on records. I think we all agree
that this revision of the certificates constitutes the
most intensive effort ever undertaken to distinguish
between legal and research items and to de-
velop confidential medical-health sections. With
the present widespread variation and uncertainty
about the intent of the disclosure sections in the
various State laws, and even in the model law and
regulations, the States are urged to evaluate closely
the meaning of their disclosure sections when re-
vising their present certificates, so that they will not
unwittingly restrict access to important legal iters.

This constitutes the highlights of Workshops A
and B on “Implementation of the Standard Certifi-
cates of Live Birth, Death, and Fetal Death.”

Dr. Grove. Thank you, Mr. Chancellor.

Workshop C was concerned with the subject of
population surveys and health research, and the
report will be given by Dr. Jacob Feldman,

Workshop C

Dr. Jacob J. Feldman, Senior Research Asso-
ciate, Department of Biostatistics, School of
Public Health, Harvard University

We had two rather heavily attended sessions,
somewhat over 100 participants in each of the ses-
sions, We did not really arrive at recommenda-
tions, as in Workshops A and B, but rather tried to
share our experiences.

We divided our topic into two parts, the how
and why of population surveys.

The first session was devoted to the potential
uses of survey data, produced at the city, State,
and national levels,

The formal presentations focused on experiences
in New York City, the State of Kentucky, and the
National Health Interview Survey.

The New York City Survey, which has been in
existence three years, is geared not only to the data
needs of the local health agencies, but is providing
information to the city planning board, the De-
partment of Labor, and other city agencies. It is
anticipated that comparative data collected before
and after the enactment of the Medicare legisla-
tion will provide information on the effects of this
program and point up problems of supply. The
data produced from the survey have proved to
be an intercensal source of information on popula-

" tion mobility.

At the present time the State of Kentucky is
attempting to obtain financial support for a State
health survey, through the Community Health
Services grants program. In order to win the co-
operation of other State agencies, much considera-
tion was given to the possible uses of the data. It
was found that the occupational health program
and the State Welfare Department are in need of
labor force data which could be collected in a sur-
vey. The detection and measurement of public
health problems, basic to the establishment of multi-
county complexes for health programs, can be
accomplished through the survey method. Ar-
rangements have been made with the Bureau of
the Census to provide assistance to the State on the
sample design and the training and control of
interviewers.

In relation to the National Health Survey, it was
pointed out that the needs and uses for data cannot
always be anticipated. However, a theoretical
structure of uses was outlined as follows:
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(1) Planning, ranging from the most elementary
rank-ordering of causes of morbidity to the most
sophisticated cost benefits analysis.

(2) Evaluation, usually concerned with the
effectiveness of disease controls in terms of time
trends.

(3) Administration, for example, the use of
health data for budgetary or legislative purposes.

(4) Research, principally in the role of suggest-
ing research hypotheses—in other words, definitive
data that are rarely obtainable in population sur-
veys, but certain differences that could be of use in
population hypotheses.

(5) Nongovernmental, for example, the utiliza-
tion of health related topics by marketing, adver-
tising, education, and volunteer health agencies.

It was emphasized that there is a definite need
for research on how people use data, so that the
interview survey can be made more relevant to the
problems at hand. I believe the National Center
is planning a program of research to find out just
how its materjal is used, although it was made
clear in the discussion that this is no simple matter.

A brief report was presented on an international
health interview study being conducted in towns in
England, Yugoslavia, and the New England section
of the United States. Of particular interest is the
fact that questionnaires of identical format can be
administered in the three areas despite the differing
cultures and mores. Also, there is an amazing
similarity in the way people view their health, their
reports of morbidity, and, to some extent, even the
use of medical facilities.

The need for local surveys in addition to a
national survey was justified by the fact that
rates for certain health characteristics are affected
by economic, social, and geographic differences.
Utilization is a function of local availability and
custom. For this reason, rates for the Nation as
a whole cannot be applied to local areas. Further-
more, local surveys usually provide flexibility and
feedback in contrast to the rigidity of a national
survey.

A number of specific local surveys were discussed
in addition to the ones that were formally presented.
I will just mention one here.

The findings in the Hawaii Health Survey, a
program which has been underway for approxi-
mately seven years, have led to the establishment
of several State programs. For example, the un-
usually high prevalence of asthma-hay fever was
responsible for the initiation of a program to eradi-
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cate plants producing certain irritant pollens; the
high incidence of industrial injuries prompted the
establishment of safety programs. The advisa-
bility of using unfilled requests for information to
shape the output of data was suggested. The sell-
ing of the sample design to other agencies (a plan
under consideration in New York City) was pre-
sented as a method of obtaining financial support
for a survey. It was the general consensus of the
group that both national and local surveys are
required for the rational planning of health and
medical facilities.

"The objective of the second session was to discuss
the essential elements in planning and conducting
a health survey. This was more a how-to-do type
of session.

Heavy emphasis was laid upon the importance
of carefully defining survey objectives. A state-
ment of the research problem, though difficult,
represents a crucial phase of the survey. It is
always important that consumers be able to spell
out precisely what it is they wish to know. Dummy
tables are useful in this regard. They particularize
for the consumer what it is that he hopes to get
and open up other questions, such as cost and
sample size. Once formulated, the survey objec-
tives should be adhered to. The temptation is
always present to add a few more questions to the
survey instrument. This, however, can be a real
problem, particularly in terms of processing and
tabulating the additional items.

Closely related to defining survey objectives is
the question of survey concepts and definitions.
These concepts and definitions are often dictated
by considerations of what is practical and the desire
to use concepts and definitions which are com-
parable with other data. A clear notion of the
survey objectives is useful in formulating concepts
and definitions, and, again, dummy tables are
useful. When complete, the tables must add up
to the objectives of the survey.

Under the heading of sample design and selec~
tion, it is important to know whether a survey is to
be a one-time or continuous undertaking. This is
important in determining whether emphasis shall
be placed on levels (incidence, prevalence) during
a given time period or trends over time, or the
relationship of one distribution to another. Gener-
ally, large samples are used where levels are in-
volved, and repeat visit samples are employed where
trends over time are involved. However, the final
decision must be based upon the specific objectives
of the survey. A statistician should be brought into




the survey at the earliest possible moment, even at
the point where the survey objectives are being
defined.

The particular research and sample design is
also influenced by other considerations. Among
these is the interaction between the target (the sur-
vey objectives) and what is feasible (what can be
done). This boils down to reconciling the ideal
aims of the survey with what the survey can realis-
tically be expected to produce. Resources come
into play here. Research and sample designs are
influenced by personnel—how many and what kind
(professional backgrounds) are available to work
on the survey? Are interviewers and supervisors
available? Equipment is also important here.
Are field offices and sample lists available? Is
tabulating equipment available? And with obvi-
ous implication, considerations of time and money
also influence research design. Other considera-
tions influencing research and sample design are
type and length of the survey instrument, standard
(sampling) error, and nonresponse rates.

Tt was pointed out that evaluating a total survey
on the basis of its nonresponse rate is a common
fallacy. We tend to forget other factors (target
population, etc.) which are equally important.

Then we moved into a discussion of the design of
the questionnaires. This session dealt with national
techniques of conduct of surveys. Health interview
survey interviewers are currently told they are to
follow questionnaire wording precisely; however,
future questionnaires may allow the interviewer
more freedom in conducting the interview. Ques-
tionnaires should allow space for coding right on the
questionnaire, and precoding is always an asset.
The questionnaire was viewed as being the weak
link in survey research. The literature represents
an invaluable tool in determining questionnaire
format and wording. An interview schedule insofar
as possible should have interviewer instructions in
bold type right on the schedule. This is the type of
thing that was discussed. It is very general, but it
gives you the flavor of the discussion.

The use of randomized assignments in measuring
interviewer variance is feasible in many survey
situations.

Data processing was discussed as being a major
part of the survey process. It begins as soon as the
questionnaires or data collection instruments come
in from the field. At this point, the instruments
receive preliminary editing. The importance of
quality control is emphasized in this editing and
processing. It was further stressed that the impor-
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tance of frequent and clear communication between
the content specialists and the data processing spe-
cialists cannot be overemphasized.

At the close of the session, it was suggested that
interviewer bias is likely to be lower in getting fac-
tual data than in getting other types of information,
such as attitudinal information. However, there is
need for much research into interviewer bias and
other reporting problems. Although a continuous
program of evaluative studies is maintained in the
National Center, it was suggested that efforts to
solve some of the problems of reporting might be
intensified and coordinated in the Center.

Although no definite plans were made to continue
this workshop in the next biennium, the interest dis-
played by the large number of workshop partici-
pants attested to the success of this session and the
need for further exploration of survey problems.

On behalf of the participants, I would like to
thank the coordinators for arranging the session.
Basically, it was their work, and I think we benefited
a great deal from the amount of planning and
thought they put into it.

Dr. Grove. Thank you, Dr. Feldman.

Next, we would call on Mr. Theodore Ervin to
give the highlights of the Workshop on Automatic
Data Processing.

Workshop D

Mr. Theodore R. Ervin, Associate Com-
missioner for Administration, Michigan
Department of Public Health

Mr. Lemasson of Louisiana was codirector of this
workshop, so this should be considered a joint
report.

In our group discussion, we considered in some
depth a series of experiences in various States and
localities in the development of subsets or subsys-
tems of the total health information system. Re-
ports were given and discussions were developed
related to the computerization of (1) traditional
vital statistics and (2) quality medical services, in-
cluding applications related to mental health, serv-
ices for the medically indigent under title XIX of
medicare, tuberculosis control, and dental health.
We also gave much attention to efficiency aspects of
data, processing, such as the use of generalized com-
puter programs. And, I might also say, excellent
materials are available, related to these applications,
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and I hope you folks will have an opportunity to
get copies of the material which was distributed at
our workshop session.

We came up with a set of recommendations, a
litile different than the other workshops, reflecting
the consensus of the group.

(1) We recommend that the Association of State
and Territorial Health Officers and the National
Center for Health Statistics vigorously promote the
development of centers for health statistics, using
modern technology including computer systems, on
a State and/or regional basis, the type of organiza-
tion depending upon the population and the needs
of the various areas.

(2) We recommeénd that the Association of State
and Territorial Health Officers and the National
Center for Health Statistics use all available chan-
nels to develop increased technical consultation and
training for the States and localities in this field.

(3) We recommend that the Association of State
and Territorial Health Officers and the National
Center for Health Statistics further emphasize and
endorse the need for top-grade statistical services as
essential to comprehensive health planning and
services and support the provision of Federal grant
funds in this area commensurate to the scope of the
problem on a basis which will both sustain acceler-
ated, effective development and embrace the opti-
mum use of available and potential State and local
resources and facilities.

(4) We recommend that the National Center for
Health Statistics take leadership with the Ameri-
can Association for Vital Records and Public
Health Statistics and the Association of State and
Territorial Health Officers to establish a mechanism
similar to a specialized users group of health data
processors aimed to bring about the convenient ex-
change of information and experience in this field
through the use of publications and work confer-
ences as well as other channels, toward the end that
we can gain from the experiences and software
developed by others, capitalizing on subsystems
which already have been designed at a cost of
millions of dollars.

(5) We recommend that the National Center
for Health Statistics take leadership in continuing
workshops on computerization as part of this con-
ference and in sponsoring regional training insti-
tutes which reflect the needs of the States and
localities; these ongoing activities might well repre-
sent the nucleous of the organization for the users
exchange group recommended under item No. 4.
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(6) In view of the large-scale systems approach
which appears to be in our immediate future, we
also support action at a high level (such as in the
office of the Secretary of Health, Education, and
Welfare) toward the early establishment of some
type of an efficient, individual identification num-
bering system on a national basis, to be used for
record linkage, such as has been developed by the
Social Security Administration.

These recommendations represent a consensus
of our group. At one time or another, about half
of the States, together with several large cities and
Canada, were represénted among our participants.
We believe that the work group got the message
of the opening session and has here provided some
substantial feedback toward a real-time, on line,
space-age public health system.

Dr. Grove. Thank you, Mr. Ervin,

I think Mr. Ervin also demonstrated an on-line,
automated, computerized, and rapid method of
presentation that shows the advantages of modern
techniques.

Workshop E had two sessions, the first related
to fertility statistics and the second related to
perinatal mortality statistics. Mr. Arthur Campbell
will report on the first session.

Workshop E

Mr. Arthur A. Campbell, Chief, Natality
Statistics Branch, Division of Vital Statistics,
National Center for Health Statistics, PHS

At the first session of the Workshop on Fertility
and Perinatal Statistics, Dr. Kiser, the director of
the workshop, noted that demographers have in-
creasingly recognized the effects of changes in the
age patterns of childbearing on fertility. Dr. Kiser
also discussed advances in our knowledge of
physiological and medical aspects of fertility and
of family planning. Gaps still exist, however, in
many areas, such as the relationship of fertility to
health and the influence of fertility differentials on
the genetic characteristics of the population.

In the second paper, I discussed the status of
research on family planning variables. The most
intensive study of these variables has occurred over
the past 12 years during a period when fertility rates
were relatively inflated by changes in the age pat-
terns of childbearing. Now we are entering a
new phase of the fertility cycle, during which it
seems likely that fertility rates will be relatively
depressed.



In recognition of the importance of continuing
research in this area, staff members of NCHS have
proposed that a fertility survey program be added
to the several research resources already existing at
the Center. We hope that this proposal will be
approved and that the program will begin operating
before the next meeting of the Public Health
Conference.

Mr. Siegel of the Census Bureau discussed the
two preceeding papers and gave additional infor-
mation about research on fertility carried out at the
Census Bureau.

Mr. Hiller, the registrar of Minnesota, described
his experience with a supplement that has been
added to the birth certificate in his State. This
supplement contains several questions relating to
fertility in addition to medical information. The
largest number of objections have been directed
toward the item on the date of mother’s first mar-
riage, which will be deleted. On the main part of
the certificate, Minnesota requests the educational
attainment of the mother. This item was reported
with 95 percent completeness, which is a hopeful
sign for its success when it is added to the certifi-
cates of other registration areas.

Dr. Grove. I would like to say that we, in the
Center, were very glad that Bob was willing to
introduce some of these new items, particularly the
educational item.

Dr. Helen Chase will give the report of the second
session of this Workshop on perinatal mortality.
She will be speaking for Dr. Arthur Lesser of the
Children’s Bureau, who is unable to be present.

Dr. Helen C. Chase, Statistz'cz:an, Office of
Health Statistics Analysis, National Center for
Health Statistics, PHS

The second session of the Workshop on Fertility
and Perinatal Statistics dealt primarily with peri-
natal mortality. Dr. Lesser directed the workshop;
Dr. Jacob Yerushalmy, professor of biostatistics at
the School of Public Health, University of Cali-
fornia, discussed problems in perinatal mortality;
and Mr. Glenn A. Flinchum, chief, Public Health
Statistics Section, North Carolina Board of Health,
reported on the activities of the Study Group on
Improving Registration of Fetal Deaths.

Dr. Yerushalmy reviewed some of the statistical
contributions which have been derived from the
vital registration system and focused on securing
more adequate data on perinatal mortality. In
contrast to data derived from small studies, regis-

tration data have the advantage of permitting
simultaneous cross-classification of a number of
factors but for practical reasons must be limited in
the number of items which may be collected. In
the last three decades, changes in the statistical
items obtained through the registration of births
and fetal deaths and record linkage with death
records have contributed to thé better understand-
ing of many factors important in determining the

" outcome of pregnancy. He cited record linkage

as a particularly valuable research technique in the
study of perinatal mortality. -

Several studies were reviewed. FEarly research
i New York State on the relationship between
maternal age and the infant’s birth order and
survival suggested:

(1) An optimum age and birth order with

~ regard to the survival of the infant.

(2) A direct relationship between the number
of previous losses experienced by the mother and
the outcome of her current pregnancy.

(3) An association between higher mortality
among infants and the father’s age.

Later studies have suggested that socioeconomic
influences apparently are more significant in the
postneonatal and early childhood periods than in
the prenatal and neonatal periods.

Dr. Yerushalmy also discussed problems in meas-
uring fetal maturity. Low birth weight, alone, has
been found to be an inadequate determinant of
maturity. Length of gestation is indicated on live
birth and fetal death certificates. However, it is
recorded inaccurately with considerable heaping at
even numbers of weeks, especially at 36 and 40
weeks. The onset of the last menstrual period has
been advocated as a more useful item in the de-
termination of fetal maturity. Dr. Yerushalmy
proposed a classification of maturity based on the
dual criteria of birth weight and gestation and
presented mortality data indicating differentials in
survival using this index.

Another study based on vital records in New York
City was presented to show the relationships to peri-
natal loss of the trimester in which prenatal care was
started and the type of medical care at time of de-
livery. To foster a better understanding of these
relationships, Dr. Yerushalmy endorsed inclusion of
the following items on the standard certificates of
live birth and fetal death:

(1) Number of prenatal visits, and

(2) Date and outcome of last previous preg-
nancy.
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Mr. Glenn A. Flinchum, in reporting on the activ-
ities of the Study Group on Improving Registration
of Fetal Deaths, emphasized the present inade-
quacies in the registration of fetal deaths. Pres-
ently, we are unable to answer such basic questions
as:
(1) How big is the total problem of fetal mortal-
ity in the United States?

(2) What are the most significant causes of fetal
deaths and at what gestational age do they occur?

(3) What are the differences and similarities be-
tween fetal and neonatal causes?

(4) How many of these causes are preventable?

(5) What conditions in the mother are likely to
lead to a fetal death?

He indicated that more complete and accurate
registration would provide answers to these ques-
tions, as well as facilitate research in problems of
intrauterine growth and development and help pro-
vide for the establishment of better controls over
illegal abortions.

One of the basic references of the Study Group
was the 1952 report by Drs. Yerushalmy and Bier-
man on “Major Problems in Fetal Mortality.” The
Study Group pointed to the lack of effort and slow
progress which had been made since then with re-
gard to basic registration and statistical problems.
The Study Group also investigated several factors
influencing the completeness and accuracy of fetal
death registration, including the lack of uniform
registration requirements throughout the country
and differences in burial practices as they relate to
fetal deaths. They also noted the increasing im-
portance of hospitals in the registration process.

The Study Group concluded that fetal death regis-
tration remains incomplete, but that the registration
of all products of conception increases the registra-
tion of those 20 weeks or more. They also con-
cluded that data for causes of fetal death should be
tabulated, published, and utilized. Educational
programs in the form of query programs and confer-
ences of national groups should be exploited to pro-
mote communications about the problems and to
establish national policies in this area.

"The Study Group recommended required registra-
tion of all products of conception, with an abbrevi-
ated document permitted for those below a certain
gestation age. The Group endorsed the change in
the proposed standard certificate of live birth and
fetal death from “weeks of gestation” to “first day,
last menstrual period,” Specifically, the Study
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Group recommended that the National Center for
Health Statistics conduct a wide-scale study of peri~
natal mortality and fetal death registration in 1970
and requested that the Study Group be extended to
the next biennium in order to continue its work.

Considerable discussion of many aspects of the
Study Group’s report followed. Dr. Alexander J.
Schaffer, representing the Committee on Fetus and
Newborn, American Academy of Pediatrics, en-
dorsed the registration of fetal deaths for all periods
of gestation. The concept of “superregistration”
areas in contrast to nationwide registration was dis-
cussed, but it was noted that the concept has not had
much support. It is perhaps more applicable to
developing countries than to the United States with
its present advanced registration system.

The proposed standard fetal death certificate was
discussed and the suggestion made that, because of
its length, the present proposal would not induce
registration at the early periods of gestation. Itwas
suggested that serious thought be given to an ab-
breviated certificate for fetal deaths of short gesta-
tion periods, as was recommended in the Study
Group’s report.

In conclusion, the workshop generally agreed that
the Study Group’s report was to be highly com-
mended and that its work be continued into the next
biennium.

Dr. Grove. Thank you, Helen.

The report from Workshop F, concerned with the
developments in metropolitan area statistical infor-
mation, will be given by Mrs. Joan E. Jacoby.

Workshop F

Mrs. Joan E. Jacoby, Management Office, De-
partment of General Administration, District
of Columbia Government

I would first like to extend Mr. Mindlin’s apol-
ogies. He had planned to make this presentation,
but is unable to be here.

This workshop was divided into two portions.
The first part related to the 1970 population census
activities as they will affect statistical information
for metropolitan areas and also local activities. Mr.
John C. Beresford, Mr. William T. Fay, and Mr.
Robert B. Voight, all of the Census Bureau, made
these presentations.

Mr. Beresford discussed the problems of identify-
ing detailed geographic areas in the census of popu-



lation in 1970. In the 1960 census, the geographic
entity was the enumeration district (ED). From
the ED, one could build up to larger areas. Block
identification was not retained in the basic file of
the census. However, in 1970, the block face will
be the basic identification. The 1970 census will

offer three possibilities:

(1) Detailed tabulations where the unit of tabu-
lation could be as small as a block face.

(2) As in 1960, there is the possibility of special
surveys based on the census enumeration; for exam-
ple, a mail survey of pharmacists identified in the
census.

(3) Records can be matched to the census record,
as was done for the University of Chicago mortality
study, 1960.

Mr. Fay described the plans for the 1970 census,
which this time is to be a mail enumeration for all
areas that are covered by a city postal delivery
system. A computer tape is being developed con-
taining all addresses covered by the postal delivery
system. This tape can be used to mail the enumer-
ation schedules and can also be printed out in the
form of street guides. The tape will provide space
for a five-digit local code to identify other local re-
porting districts, such as health districts, police
precincts, etc. These would be coded by the local
government. The accuracy of the address infor-
mation in the tape will depend on local cooperation.
The tape, or the printed guides, will obviously be
useful to a city in coding its own records so that
local information can be matched to census infor-
mation for the same geographic units. There will
be no coding guide for rural areas not covered by
the city postal delivery system.

Mr. Voight described the New Haven project,
where the 1970 census will be pretested by a mail
questionnaire. They also intend to test the useful-
ness of census data for small areas. And they
intend also to build a package of computer pro-
grams for small area data utilization.

At the second part of the session, local activities
relating to health planning were considered. Dr.
Tayback of the Baltimore Health Department
noted that projects such as the census pretest in
New Haven do not solve the immediate problems
of health services. Planning programs in a health
department must be dynamic, and information
systems must be flexible. Current census data are
needed in planning programs. The Great Society’s

legislation has now exceeded the ability to run
programs. Health departments are called upon to
do immense jobs quickly with little information
available. The answer is a survey mechanism in
the hands of the health authority to obtain this
information.

Mr. Mindlin gave the final report, which was a
discussion of data banks. He defined a data bank
as a computerized repository of- information from
diverse sources, plus the various programs necessary
to utilize the information.

He described several different kinds of data banks
as follows:

(1) Real property data bank.—The basic record
is a parcel or lot and consists of information about
its physical characteristics—tax status, land use, size,
value, various characteristics about the structure,
etc.

(2) Geographic data bank.—The basic record is
also the parcel or lot, but the information is social
presence of a person or family in various govern-
mental programs—a juvenile delinquent, a crime,
a relocatee, etc.—identified by address.

(8) Person data bank—The basic record is a
person and consists of information about him as
obtained from various official sources.

(4) Family data bank.—The basic record is a
family.

Local geographic, person, or family data banks do
not yet exist, although primitive person banks
should develop rapidly in the immediate future as
a result of the medicare legislation.

The present successfully operating data banks
deal with real property, and all of them extract in-
formation from present operating procedures, com-
puterize it, and manipulate it as a separate
operation. They do not make fundamental revi-
sions of the existing daily operating procedures.
The creation of such a bank can be large scale, as in
Alexandria (Va.), or step by step, as in the District
of Columbia. The District of Columbia started by
computerizing the entire assessment records. It has
proven a wonderfully useful management tool, val-
uable as a sampling for surveys, for geographical
discussion of services, and used for urban renewal,
transportation, planning agencies, etc.

In the case of person and family social data
banks, we run into two sizable technical problems.
The first is matching records, and the second is
confidentiality. These still are being faced and are.
yet to be solved.
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Dr. Grove. Thank you, Mrs. Jacoby.
Mrs. Maryland Pennell will report the highlights
of the Workshop on Health Manpower Statistics.

Workshop G

Mrs. Maryland Y. Pennell, Chief, Health
Manpower Statistics Branch, National Center
for Health Statistics, PHS

Dr. William Kissick, Division of Public Health
Methods, served as the workshop director and dis-
cussed the health manpower requirements of the
Federal Government. Existing health manpower
studies have shown insufficient information to meet
the needs for program planning and budgeting. In
view of recent legislation, mammoth investments
will be made that will require quantitative and qual-
jtative assessments of our health manpower
resources.

The National Center for Health Statistics now
has responsibility for health manpower statistics on
numbers, distribution, and characteristics of some
100 to 200 health occupations and professions.

The sources of health manpower statistics are re-
lated to:

(1) Academic degree and educational level,

(2) State license or work permit,

(3) Certification or registration boards,

(4) Association memberships,

(5) Place of employment,

(6) Decennial census, and

(7) Identification of individuals through other
means, such as telephone books, city directories, and
mailing lists.

We actually use all of these sources at the present
time.

The National Center currently has two contracts
in the manpower field. Through the Council of
State Governments, we are trying to obtain infor-
mation on each of the 28 occupations and profes-
sions in the health field for which licenses are re-
quired by State governments. The questionnaire
solicits information on policies and practices of the
boards, examination procedures, periods of renewal,
and so forth, as well as number of licenses in effect.

The National Center also has a contract with the
National Association of Boards of Pharmacy to ob-
tain information on each of 125,000 pharmacists at
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the time of renewal of licenses. A total of about
180,000 State. licenses are in effect throughout the
Nation.

The Division of Nursing, PHS, has obtained in-
formation through State licensing agencies since
1950. The 1962 survey, financed by the Public
Health Service, obtained information on question-
naires attached to the renewal notice of about 1
million licenses. These licenses represent about
550,000 active professional nurses and about
300,000 inactive R.N.>s. The licensing mechanism,
of course, does not provide information on the addi-
tional 200,000 to 300,000 inactive nurses not cur-
rently licensed.

The Division of Nursing has for many years con-
ducted a study of public health nurses employed by
public health agencies. One of the newer studies of
nursing personnel uses the cohort approach to fol-
low 12,000 nursing students graduated in the class
of 1962. The study is being repeated for the class
of 1965.

Dr. Donald Johnson, Division of Dental Health,
PHS, reported a successful first endeavor to obtain
information on dentists through State licenses, with
data already back from about 20 States. A similar
study for dental hygienists is in the planning stages.
In both instances, tabulations of health manpower
will be made available to interested State agencies.
Neither dental laboratory technicians nor dental
assistants are licensed. Hence this system of collec-
tion of manpower data cannot be used.

Dr. Franklin Yoder, Illinois Department of Public
Health, spoke of the responsibilities of State health
departments to provide adequate manpower infor-
mation. Planning within the State should consider
the need for statistics below the county level (in-
cluding census tracts). The new legislation, pro-
posed in Senate bill 3008, when passed, should help
the States strengthen their organization.

Mr. David Hoover, Division of Community
Health Services, PHS, emphasized that the objec~
tive of collecting statistics is to manage or control
manpower. We need to make good use of our pres-
ent information; to standardize nomenclature and
methods; and to collect better information on loca-
tion, function, qualifications, and demands for
services.

In summary, commensurate with health man-
power information requirements, we need cooper-
ation between State and local agencies and the
Federal Government. State agencies have an obvi-
ous stake in the delivery of health services and must

share responsibility for such endeavors as data col-



lection, analysis of findings, and support of man-
power activities.

Dr. Grove. Thank you, Maryland.
Mr. Deane L. Huxtable will tell us about the
Workshop on Record Linkage.

Workshop H

Mr. Deane L. Huxtable, State Registrar and
Director, Bureau of Vital Records and
Health Statistics, Virginia Department of
Health

Suggestions for reinstituting a study on record

linkage grew out of the recognized need to better -

relate vital records to each other and to interrelate
them to other types of records. Discussions at the
10th National Meeting of the Public Health Con-
ference on Records and Statistics and a request by
the Association of State and Territorial Health
Officers’ Committee on Research and Planning led
to passage of a recommendation by the ASTHO
that the Surgeon General request the National
Center for Health Statistics o initiate a study of
linked vital statistical data. To implement this,
the Study Group on Record Linkage was established
in the program of the Public Health Conference on
Records and Statistics.

At the record linkage workshop held Tuesday
afternoon, opening remarks by Mr. Saybolt, chair-
man of the Study Group on Record Linkage, were
followed by an overview by Dr. Halbert Dunn, a
progress report by Dr. Sagen, and a number of
reports on medical research, patient care, and
administrative uses of record linkage.

It was pointed out that 25 years ago there was
tremendous interest in the possibilities of national
registration. The need for personal identification
during World War II was so great that the vital
records system nearly broke down. The President
appointed a Commission on Vital Records to de-
termine if a national registration system for per-
sonal identity was needed. The Commission
recommended waiting until peace time for a na-
tional registration system, unless it could be dem-
onstrated that such a system was needed for military
purposes. At that time, the idea of a national
registration system was a “hot potato.” It would
cost millions of dollars and require the services of
at least 30,000 people. Some persons now feel that
the time has come when another commission of

presidential order should be set up to determine
the present need for a registration number. Pub-
lic acceptance is much closer than ever before.
There is a general realization that identification of
people- is important. An identity number is the
key, and there ought to be one unique number.

A national registration system would make it
possible for us to settle questions we just toy with
now. Death clearance would be of tremendous
value. Population registers could be set up to tie
in with census records. Small area statistics could
be brought up to higher standards. As an experi-
mental project, a population center could be
created for small areas to keep census figures up to
date, accounting for migration in and out of specific
areas.

It has been suggested that we ask that plan IV
of the report of the Commission on Vital Records
be declassified, released, and made available to the
public. It was necessary to keep these recom-
mendations secret during the war because of strong
opposition to the concept of national registration.
It was associated with totalitarian tactics. People
do not like the “Big Brother” idea of being watched
from birth to death. We will get further with a
registration number if we divorce record linkage
from the data bank concept. There is now no
doubt that the data banks are mechanically feasible.
The question is whether they are judiciously in the
interest of the people. Record linkage is simply the
capacity to go from one record to another with
minimum expense. A unique number would not
be an invasion of privacy. It is a way of positively
identifying ourselves.

"The social security number has become nearly a
universal identification number. Internal Revenue

- and banks use it. Some States use it to identify

students. With number and name, positive identi-
fication is possible. The question is: What are we
going to do in vital records?

Comments from the floor, as well as reports to
the workshop, made clear that record linkage is
well recognized as a complicated problem which
will take top-level thinking. The Welfare Admin-
istration has been working with the Social Security
Administration on the problem of linking family
records. Maryland has a statewide psychiatric
register and has developed a system of record
matching which works quite well and is of tre-
mendous benefit in longitudinal studies.

The American Association of Medical Record
Librarians advocates universal health and vital
record linkage. It feels an all-encompassing sys-
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tem is needed for health information, with national
responsibility for output.

A project in Minnesota was developed to de-
scribe the history of the community over the last

30 years. They have obtained almost complete
coverage, with the overwhelming majority of rec-
ords coming from the Mayo Clinic. They have
access to birth and death records and hope to have,
among other studies, a study on cancer with 100
percent followup.

The Commission on Professional and Hospital
Activities in Michigan feels the need for a number
to link people together. There is no way of dis-
covering people in mass data. Individuals cannot
be traced. These problems of record linkage are
not of a technical nature. The problems are on a
social, ethical, economic, and political level.

At the University of Rochester, where studies are
concerned with trying to get medical care to people
who need it, record linkage would be of enormous
value. The validity of self-reporting in surveys is
of very low order and could be validated by record
linkage.

Internal Revenue is using the social security
number in tax administration. IRS now has a
successful system which involved legislation and
the cooperation of Social Security and the taxpaying
public. It would find a national death index
useful in avoiding issuance of delinquent tax notices
to the deceased (something for which IRS receives
public criticism), in giving notice about filing re-
quirements to the administrator of affairs of the
deceased, eliminating multiple filing for refunds,
and checking for change in marital status. IRS
feels potential benefits justify continued efforts to
move the study forward.

The Social Security Administration has strong
uses for a death and marriage clearance system in
avoiding unwarranted payments. Social Security
is now willing to discuss the problems involved in
time of number assignment and composition of the
number.

The Canadian experience with record linkage
first proved the technical feasibility of computerized
record-linkage operations; second, it attached
quantitative weights in discriminating powers of
particulars on combinations of items that were
used in distinguishing genuine or spurious matches;
and, third, it yielded indications of the kinds of
scientific information that can be extracted. How-
ever, it was cautioned that any such system must
have carefully laid plans.
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In Alaska, they are undertaking application of
social security number through the hogpital. This
birth number is used for immunization control, and
the Indian health program will use it for health
services.

In subsequent discussions, the questions of con-
fidentiality of records and the protection of per-
sonal rights were discussed. It is recognized that
the present plans for a record-linkage system, inso-
far as they have been developed to date, do not
contemplate the release of personal information in
other than those critical areas already established
for research purposes or for establishing individual
rights. This is not, and never is it intended, to be
a police state function but rather a systematic and
coordinated method for a linked recordkeeping
system in the United States.

The overwhelming opinion of the workshop is
that record linkage is extremely desirable, and by
the use of modern recordkeeping facilities and
computer techniques it would be entirely feasible,
although a substantial financial involvement would
be required.

When asked for an indication of opinion, the
participants of the workshop voted overwhelmingly
in favor of continuing as a Conference activity a
study group on record linkage.

Dr. Grove. Thank you. Mr. Huxtable has in-
formed me that the American Association for Vital
Records and Public Health Statistics, at its meeting
yesterday, took positive action which would pledge
its members to use a unique birth number, begin-
ning January 1, 1967. A number of States have
been using a unique number for some years, but
others have not. Apparently, the Association de-
cided to give its own official impetus to this, which
is, related both to having a unique identification
number and its use in record linkage.

Dr. Monroe Lerner will report on the Workshop
on Medical Care Statistics, which you will remem-
ber was intended to followup in detail the subject
as discussed in the general session on Wednesday
morning.

Workshop |

Dr. Monroe Lerner, Division of Medical Care
and Hospitals, School of Hygiene and Public
Health, The Johns Hopkins University.

Mr. Shapiro was cochairman of this session, and,
consequently, this is a joint report.



Three major implications, drawn from the gen-
eral session on medical care statistics, served as the
keynote for the workshop.

(1) The role of the Federal Government in the
provision of health care services has expanded
greatly in recent years, particularly during 1965

and 1966.

(2) The Federal-State partnership concept,
basic to this Nation’s governmental system, implies
that the role of the States.in this regard will also
be expanded considerably. This means that the
statistical offices will face greatly expanded respon-
sibilities for evaluation and planning of medical
care programs.

(3) With some very significant, but few, excep-
tions, these statistical offices have previously con-
fined their activities to the area of vital statistics
and other concerns more limited than those which
will now be required of them. It is hoped that
they will be able to meet these new challenges, and
the workshop sessions were intended to open this
area and provide some background for this purpose.
The sessions focused mainly on problems under the
medicare legislation, including both titles XVIIT
and XIX.

A report of the Study Group on Evaluation of
Nonhospital Care Programs for the Chronically Il
and Aged was presented. Its objectives were:

(1) To determine what programs, along these
lines, were being carried out in State health
departments,

(2) To determine the evaluation procedures be-
ing carried out in relation to these programs, and

(3) To suggest procedures for evaluating pro-
grams being carried omn.

A questionnaire was pretested in three States, and
a limited number of nonhospital care programs were
studied by this group. Their principal finding was
that very little evaluation was being done by the
States.

As background for participants in the workshop,
general medical care statistics available from the
National Center for Health Statistics were reviewed
and described. This was followed by a description
and review of the medical care statistics available
from other national sources.

Canada’s experience in medical care statistics has
been similar to that presently faced in the United
States. The basic problems in Canada involve co-

ordination, evaluation, and standardization or
comparability.

With regard to the Social Security Amendments
of 1965, Title XVIII, information will be collected
from completed applications for certification by pro-
vider institutions. These data may be linked to the
data from hospital bills and will furnish information
about where people receive services in relation to
where they live.

Although most of the data from this program will
be on a 100-percent basis, a 20-percent sample of
claims for coding diagnoses and surgical procedures
and a 5-percent sample of total beneficiaries will be
used. There may be an overlap in beneficiaries in
the samples from parts A and B.  Statistical reports
from the program will be prepared as soon as data
become available. The earliest reports will be
based on receipted pay claims and interview forms.

In coding diagnoses, the new ICD list will be used
along with a new procedures code developed by the
AMA. For hospitalization, the principal diagnosis
will be determined from the face sheet of the hospi-
tal record. All diagnoses will be coded. 'The form
completed by the physician asks for the nature of
illness or injury requiring services or supplies. It is
anticipated that one diagnosis will be entered, and
therefore only one diagnosis will be coded.

Selection of the principal diagnosis from the hos-
pital form will be a problem, as will be questionable
diagnoses. Also, diagnoses may not agree on the
hospital and physician forms. It is not known at
this point whether the forms used in title XVIII
and title XIX will be similar. The advantage of
having similar forms would be in the ability to mesh
data from the two programs. Coordination among
Federal programs producing medical care statistics
is needed.

In our second session, the implications of new de-
velopments in social policy in the health field were
discussed. The new medicare legislation embodies
three sets of concepts related to the organization and
financing of health care which, because they are in
fundamental conflict, cannot coexist for a very long
period of time. ‘

Part A, under title XVIII, is based on the social
security concept, using a payroll tax. It provides a
very high level of hospital and extended care facility
benefits to the aged as a matter of right.

Part B provides for voluntary participation by the
aged in a national medical insurance program,
sponsored by the Federal Government and with the
Congress expected to underwrite any deficits that
may arise. It will be administered through the pri-
vate sector, largely by Blue Shield, a physician-
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sponsored agency. It adopts two control devices
long used by the commercial insurance industry, de-

ductibles and co-insurance. It recognizes the fee-
for-service principle and provides virtually unlimited
free choice of physician.

Title XIX provides a very high level of compre-
hensive medical care for the medically indigent aged
and for other disadvantaged groups. The States
will administer this program, but will have to meet
very high Federal standards.

The role of the statisticians, crucial in this context,
will be to provide data for the community to weigh
the relative merits of these three approaches.

Some statistical aspects of title XIX were dis-
cussed. The programs put into effect by the States
must contain a system for evaluation of quality, and
evaluation programs must have their origin as close
as possible to the provision of services. Also, the
States must study the impact of the program on hos-
pitals, both as to financing and construction; on
teaching facilities; and-on the utilization of man-
power. Complications will arise because, under
title XIX, 54 jurisdictions with varying standards
will beinvolved. This is in contradistinction to title
XVIII which will be administered essentially
through one central agency.

The Welfare Administration, as well as other
interested parties, would like to know how well serv-
ices under title XVIII and title XIX jibe with each
other, and how well the deductibles and co-insur-
ance features under title XVIII work. While the
Welfare Administration would like to encourage use
of the same forms and concepts in the statistical data
provided under titles XVIII and XIX, this cannot
be legally required. Record-linkage systems should
be developed.

We also discussed what Baltimore is doing in its
program for evaluation of quality of care in title
XIX. In a way, local communities have almost
been left out of this program, but this is one indica-
tion of how they can participate and, hopefully, very
effectively.

Baltimore proposes to evaluate the quality and
quantity of medical care under title XIX, under
three major lines:

(1) Industrial quality control—this sets up rela-
tively gross quantitative criteria for utilization of
services of all types. Where these criteria are not
met, medical audits are called for with subsequent
referral, if indicated, to an appropriate professional
body. This program is aimed at both the provider
and the patient.
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(2) Evaluation of patient management—this
method sets up criteria for certain diagnoses, where
concepts of patient management are fairly com-
monly accepted.

(3) Household interview—this is aimed at atti-
tudes of the patients toward use of services, satisfac-
tion with the services, etc.

Dr. Grove. Thank you, Dr. Lerner.
Next, Mr. Robert Hiller will give the report on
Workshop J.

Workshop J

Mr. Robert W. Hiller, Chief, Section of Vital
Statistics, Division of Administrative Services,
Minnesota Department of Health

This workshop was essentially a continuation of
the activities of the Conference Study Group on
Field Experiments in Vital Records Improvement,
established following the 1964 Conference.

The charge to the Study Group was:

(1) To describe areas of needed research,

(2) Develop protocols for a series of controlled
experiments, perhaps using experimental and con-
trol registration districts to test different methods of
improving the quality of data,

(3) Explore with various States the possibility
of undertaking recommended experiments or some
modification of these,

(4) Review and help to improve applications for
research grants in this area, and

(5) Assist the interested States in bringing re-
search proposals to the attention of the authorities.

The activities of the Study Group to stimulate de-
velopmental and evaluative studies in vital statistics
methods were described. The basic consideration
back of this Study Group was the need to know how
effectively the vital statistics system is working. Its
activities included:

(1) Determining what research is being done in
vital statistics,

(2) Encouraging new projects,

(3) Determining the type of studies needed, and

(4) Acting as a middle-man between granting
authorities and State and local health departments.

A variety of research projects in vital statistics
were described in the two sessions. These included



both projects underway and those under consider-
ation.

Studies discussed in the first session included a
Minnesota study on birth record supplements; a
California study relating to family dynamics, which
includes record linkage, marriage, divorce records;
a study in Iowa relating to the completeness of re-
porting information on congenital malformations on
the birth certificates; a study in Kentucky involving
the field testing of standard certificates; a New York
City study on automatic data input, in which paper
tape is made at the hospital at the time the birth
certificate is being prepared; and a variety of epi-
demiological studies using vital statistics, either as
an end point or a starting point.

During the second session, a number of studies
under consideration, or having been proposed, were
discussed, including a study in Baltimore on death
certification practices, and a Kansas study which
among other things matched a birth record to a
State census record as a check on the accuracy of in-
formation on residence; a study in Missouri involv-
ing death registration completeness and the use of
burial permits; and a study under consideration in
Oklahoma, which would use birth certificates as a
sampling frame for morbidity studies.

We also had a report on an investigation of the
meaning of certain medical terms reported on death
certificates, a study conducted by the National Cen-
ter. It was the consensus of the workshop that this
particular study should certainly be continued.

A great deal of interest in the projects described
and method of developing studies was expressed in
the discussion. The consensus of the workshop was
to continue the Study Group for the next 2 years. It
was suggested that the activities of the Study Group
should emphasize the development of guidelines for
research projects, the publication of working papers
on the areas needing research, and methods for the
development of joint projects between the health
departments and universities. While it was sug-
gested that universities might initiate research proj-
ects and be responsible for their development in
cooperation with the State or local health depart-
ments, it was the group’s consensus that in most in-
stances it would be best for research projects to be
initiated by State and local health departments with
the university staff acting as consultants.

The long-range objective is the improvement of
the vital statistics system. The immediate need is
for research into current operations and the devel-
opment of improved methods. The consensus of

the workshop was that while a start had been made
in focusing attention on these requirements, much
remains to be done in removing the obstacles to
these developments.

Dr. Grove. Thank you, Mr. Hiller.
The next report is on the Marriage Registration
Workshop and will be given by Mr. Leo Ozier.

Workshop K

Mr. Leo A. Orzier, Deputy State Registrar, Bu-
reau of Statistics, Illinois Department of Public
Health

The marriage registration workshop was opened
by reviewing recent growth in the marriage registra-
tion area. It was pointed out that three States and
New York City have entered the marriage registra-
tion area for 1964 and 1965, making a total of six
States and two cities added in the past 7 years.

Several directors of vital statistics in the States
described advances made in registering marriages.

Mr. W. D. Carroll, of Texas, after two earlier
unsuccessful attempts, obtained a law authorizing a
State file and a standardized license application
form. The form includes key items of data (age,
etc.) except for information on previous marriages.
He expects reporting to be almost 100 percent com-
plete for 1966.

Mr. Katz, City Clerk of New York City, de-
scribed how his office arranged to report records for
the City of New York to the NCHS and the pro-
visions in their recordkeeping system for preserving
confidentiality of data for all but a few identifying
items.

Mr. Paul Shanks of West Virginia emphasized
the steps taken to educate local registration officials
and gain support through their association for a
new and more adequate reporting form needed to
qualify his State for the MRA.

Mr. James Porter and Mr. Loren Chancellor
summarized improvements in Arkansas, including
the securing of a fee system for financing marriage
registration.

Mr. John Sullivan of Nevada expressed his con-
fidence that legislation authorizing State registra-
tion of marriages and divorces will be enacted in
1968.

Dr. Grove of the NCHS opened discussion on
the proposed standard certificate of marriage by
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indicating that it is being prepared for printing
and is expected to be ready at the same time as the
other standard certificates.

Dr. Yoder, Health Commissioner of Illinois,
foresaw several uses in health department programs
for marriage records and statistics recently devel-
oped in Illinois, especially in maternal and child
health program activities.

Dr. Paul Glick of the Census Bureau illustrated
gaps in census data about marital statuses of per-
sons of different education levels which could be
filled by education data from marriage records.

Dr. Hugh Carter indicated the interest of the
Family Law Section of the American Bar Associa~
tion, the National Council on Family Relations, and
the American Sociological Association in supporting
improved registration.

Mr. Chancellor indicated he expects to use regu-
lar meetings and other contacts with Towa’s local
clerks to explain the new standard certificates to
them.

Mr. C. R. Council described a new booklet on
“Marriage and Divorce Registration in the United
States” available for promoting understanding of
marriage registration among State and local officials
and other interested groups.

Discussion in the workshop focused on a few
main issues or problems. No resolutions or recom-
mendations were adopted, however.

The main areas of interest and expressions of
opinion were:

(1) While seeking to promote entrance into the
MRA and the acceptance of the standard certificate,
the NCHS should maintain a flexible attitude so
that the differences in State laws and the problems
in local registration will not bar acceptance of a
State into the MRA.

(2) A greater effort must be made to create
confidence and cooperation among the officials
performing the marriage, county clerks, and local
civic organizations whose support can be invaluable.

(3) The importance of maintaining not just
complete information, but also a high quality of
data among participating States should be
emphasized. ‘

(4) There is a great need for materials such as
“Marriage and Divorce Registration in the United
States,” issued by the National Center for Health
Statistics, which are designed to aid State people
in explaining to professional and lay associates why
certain improv\emen"cs are needed. The cooperation

144

of professional associations, such as the American
Bar Association, the National Council on Family
Relations, and the American Sociological Associa-
tion is also needed.

(5) The question whether data on education or
on occupation of the bride and groom were more
essential was debated without conclusive results.

(6) Brief mention was made of the possibility of
better using the information on vital records to
measure the health characteristics of the American
people, on the need to bring the wording of the
marriage certificate in line with the other vital cer-
tificates, and on the need to require the registration
of all persons authorized to perform a marriage.

In summing up the workshop, participants
stressed the need to educate the public on the impor-
tance of the data on the marriage certificate for the
statistical needs of all of the users, including the
National Center, and to carry this on within the
existing framework of each State.

Dr. Grove. Thank you, Mr. Ozier.
Dr. Richard Remington will report on the work-

shop that dealt with the subject of careers in health
statistics.

Workshop L

Dr. Richard D. Remington, Professor, Depart-
ment of Biostatistics, School of Public Health,
University of Michigan

The Study Group on Student Training and Staff
Development met once during the past biennium
and confirmed the proposal of the 1962-64 Study
Group calling for the establishment of a center for
the expansion and collation of efforts in delivering
knowledge of statistics applied in the field of health.
The 1964-66 Study Group report noted that antici-
pated increased needs for health statisticians were
fast becoming a reality with new demands for more
services; that S. 3008 may accomplish, in part, the
Group’s recommendations for solving the problems
of staff exchange and recruitment; and that NCHS
should administer the proposed health statistics
training center and serve all in the field.

S. 3008 will facilitate staff exchange between
Federal-State agencies for work related to health
since fringe benefits are protected and competitive
civil service requirements waived. The result will
not only be an exchange of experience, but also will
enhance individual career development. In fiscal




1968, NCHS may begin a series of courses of vary-
ing lengths tailored to the needs of State programs.

A survey of curricula in biostatistics in the
United States, sponsored by the section on training
of the American Statistical Association, shows that
degree program requirements vary widely, with
some programs similar to those for full mathemati-
cal statistical majors, others geared to training sta-
tistical members of biological research teams, and
still others providing strong emphasis on demog-
raphy and public health statistics. It was recom-
mended that the findings and implications of this
survey be studied during the next 2 years.

Computers are beginning to play an important
role in biostatistical training. The preparation of
personal packages of statistical programs by the in-
dividual biostatistics student provides direct experi-
ence, as well as useful materials, for later
application on the job. The computer asa teaching
aid multiplies the effectiveness of the teacher and
provides the student a new kind of individual atten-
tion and opportunity for basic instruction, as well as
reinforcement and feedback. Computer assisted
instruction using remote terminal devices, time-
sharing system, and conversational computer lan-
guages promises to be an important development
for the preparation of all health personnel for
course units in statistics, as well as other areas.

A report of the AAVRPHS statistics survey of
1964 does not delineate unmet needs as clearly as it
was assumed it would, although many of the prob-
lems discussed did relate directly to lack of funds.
Some surprising findings include:

(1) Statisticians’ salaries have increased over
time at about the same rate as those of other health
workers in State offices.

(2) Average educational attainment is higher
than that which the positions require.

(3) General registration activities budget and
staffing needs appear to be more adequately met
than those activities of a statistical nature.

Revisions-of curricula in two schools of public
health were reported. One is going into a four-
track structure of a master’s degree. These are:
Vital statistics and registration at State and local
levels, biometry, demography, and mental health
statistics. These are four individual programs in
effect. The other is emphasizing training directed
at planning local health programs, rather than anal-
ysis or evaluation.

Discussion brought out that S. 3008 appears to
cover staff exchange of employees of State univer-
sities and provides grant programs. The grants
are especially important since a recent policy
change limiting NIH biometry grants to full-time
doctoral level study may threaten the graduate sum-
mer session in biostatistics. (I will have more to
say about that in a minute.)

Adequate budget, staffing, and provision for
inservice training were considered to be the key
components to recruitment techniques employed
by NCHS, State and city offices, and schools of
public health. Sources for recruitment include
high schools, small undergraduate schools, special-
ized graduate schools, summer employment, sum-
mer training, correspondence, and contacts through
alumni. It was suggested that NCHS consider
sponsoring a 3-month summer session for under-
graduate students as summer employment and as
a means to interest them in the field.

The role of the public health statistician in vari-
ous professions was discussed. The health admin-
istrator, whether on a national or local level, needs
more study and analysis of data already available
to get rate and trend information needed for long-
range planning. Concern was expressed that the
programs planned for NCHS and changed cur-
riculums in the schools of public health may be too
little and too late—that the universities stress train-
ing and research, but minimize service, even though
other public health professions need statisticians
trained primarily for service. Changes in FDA
regulations and advances in technology in the phar-
maceutical industry, too, have increased the need
for more and better trained medical statisticians.

A consensus of the workshop agreed that a study
group devoted to recruitment and training of stat-
isticians in health statistics and registration should
be formed for the next biennium. Suggestions for
the specific charge to that group and membership
should be submitted directly to Dr. Sagen.

Over the last 10 years, NIH biometry training
grants have been one of the leading producers of
professional statisticians in our field. I think you
should be aware of certain administrative changes
that have taken place recently in the regulations
governing these training grants.

First of all, there is a change in the stipend ceiling
level. A new ceiling on all predoctoral training has
been established by NIH, which is lower than the
levels currently being paid many students in these

145




programs—lower than stipend levels for similarly
qualified students in other training programs sup-
ported by the Public Health Service.

You should also be aware that training to a
terminal master’s degree is no longer to be sup-
ported by NIH biometry training grants but the
support must lead directly to the doctoral program.
This means that several institutions which do not
have doctoral programs, but train only at the mas-
ter’s level, will either presumably cease to exist or
produce statisticians, or will have to seek support
from other sources.

In addition, an administrative change has been
made which indicates that all future support of
trainees in this program shall be for full-time study—
defined to be a full load for two full academic terms
peryear. Thismeans for example that tuition-only
support as a provisionary or recruiting device is no
longer feasible, and it means that the graduate sum-
mer session in public health statistics, which has been
supported from this source, may be discontinued or
may have to receive funding from other sources.

I hate to end this report on a pessimistic note,
but it is a pessimistic time.

Dr. Grove: Thank you, Dr. Remington.
Mr. Wilson, our next speaker, is going to tell us
about the Workshop on Divorce Registration.

Workshop ‘M

Mzr. John C. Wilson, State Registrar, Montana
Board of Health

The Workshop on Divorce Registration revealed
that a greater effort is needed to further improve the
accuracy and completeness of reporting. At pres-
ent, only 22 States plus the Virgin Islands make up
the divorce registration area (DRA) and only 6 of
these 22 States report age and previous marital
status.

California has a unique divorce reporting system.
A three-part record is furnished by the attorney for
the plaintiff when the initial complaint is filed.
"This system offers some exciting possibilities for col-
lecting and analyzing the statistical data on marital
dissolution, from the time an action is filed until it
is either dismissed or becomes final.

Mr. Shipley of California raised a question about
confidentiality of information collected from divorce
certificates. He stressed the need to enact legisla-
tion which would insure the confidentiality of the
data collected. In order to insure complete and
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accurate reporting of information for divorce rec-
ords, the parties involved have to be assured that
data provided in connection with this traumatic
event will not be made public, except as authorized
by the legislation.

Dr. Glick, from the Census Bureau, discussed a
study of 5,600 divorces that attempted to describe
the characteristics of divorced people and investi-
gate possible relationships between divorced groups
and other population groups. Dr. Glick felt that
additional information related to divorce will be
asked during the 1970 census, and expressed hope
that the research aspects of the divorce certificates
data will be better utilized.

Dr. Rosenberg, representing the National Insti-
tute of Mental Health, discussed a paper which
suggests that there is a definite relationship between
alcoholism and divorce, and he felt that this area is
open for, and in need of, further research.

Finally, there are several States which may soon

* meet the requirements for admission to the divorce

registration area, and the future looks more promis-

ing than it has for many years.
Thank you.

Dr. Grove. The final report is on a special session
held yesterday afternoon on the subject of statistics
for metropolitan areas, with particular emphasis,
of course, on health statistics.

The report will be given by the chairman of that
session, Mr. Todd Frazier.

Special Session

Mr. Todd M. Frazier, Chief, Planning, Re-
search and Statistics Division, District of Co-
lumbia Department of Public Health

This special session undertook to focus attention
on the challenge to health statistical programs in
the metropolitan areas.

How should central city or metropolitan county
health departments modify their statistical pro-
grams?

What should be the added content?

Who is to do what among the assortment of
agencies in the metropolitan area, the State, and
beyond?

What can be anticipated and what should be
the role, responsibility, and impact of the Federal
Government, particularly in view of the likely pass-
age of S. 3008—the Comprehensive Health Plan-~
ning and Public Health Services Amendments of



1966—the implementation of the Planning-Pro-
graming-Budgeting System required of the Federal
agencies by the Bureau of the Budget?

Dr. Herbert Domke, director of the Allegheny
County (Pennsylvania) Health Department, pre-
sented statistical program needs for health appraisal
of the U.S. metropolitan areas. He pointed to the
publishing of selected mortality data for 201 stand-
ard metropolitan statistical areas (SMSA) by the
National Center for Health Statistics as the setting
of a major landmark for urban public health. He
emphasized that the political boundary line system,
as the basis for depicting the health status and
needs of the urban America, has become progres-
sively inaccurate; the biostatistician, the epidemiol-
ogist, and other health professionals must look at
the whole picture of the American urban com-
munity.

Dr. Domke reviewed selected results of the 1963
health data series by SMSA’s, pointing out that
substantial methodological problems existed in
measuring health and disease, both in defining the
area and in describing the kind of health index
to use.

Dr. Domke closed by pointing out that commu-
nity health data suggests and leads to action and
that better data will provide a sound foundation
of fact upon which to build programs for improved
metropolitan-wide services.

Mr. James B. Swayne, chief, public health rec-
ords and statistics, Los Angeles County Health
Department, emphasized his problems in terms of::

(1) Lack of adequate Federal and State sup-
port, both in terms of program development and
fiscal support;

(2) Lack of access to adequate statistical consul-
tation from the State level;

(3) Lack of intergovernmental coordination be-
tween Federal, State, and local programs; and

(4) Lack of adequate training programs and
facilities for local program personnel.

He also pointed out that the many varied cate-
gories of project grants tend to weaken the needed
data collection effort, especially where specifications
and requirements are changed without respect for
the local program. He expresseed the hope that
S. 3008 may bring relief here.

Dr. Mildred B. Kantor, director of vital statistics,
St. Louis County (Mo.) Health Department, em-
phasized the importance of comprehending the
broader demographic and social science purposes

“brought to bear.

in developing the metropolitan areas statistical pro-
gram. She described the needs for this program
in terms of good population base data of all kinds;
development and improvement of health depart-
ment recording and reporting systems for service
statistics; and the development of research and
studies of special health problems, including social
as well as disease and medical elements.

Dr. Kantor briefly described the “population
laboratory” sponsored by two St. Louis universities
and the city and county health departments as an
example of SMSA cooperation in health statistics
prograrhs.

Mr. Robert A. Israel, now with the NCHS and
until recently chief, Division of Statistical Research
and Records, Maryland State Department of
Health, spoke out of his experience as a State
official. He stressed the desirability for blurring
or erasing psychological, as well as the many politi-
cal] boundaries in order to provide the needed sta-
tistical services in metropolitan areas. The psycho-
logical barriers of convention and resistance to
change that have grown up through the years must
be overcome. New approaches—new descriptors
and denominators—are called for in order that
timely, accurate, and comprehensive methods are
We must not lean on decennial
data, but rather develop and apply survey tech-
niques to allow us to be responsive to the changing
problems within the scope of our responsibilities.
Health statisticians must be flexible in attacking the
problems at hand and step forward to display
leadership in planning and programing in the
health field.

Mr. James F. King, Jr., of the Division of Public
Health Methods, briefly described the provisions
of S. 3008. In this bill, there is provision for:

(1) Formula grants for planning through State
health planning agencies;

(2) A 5-year formula grants program for flexible
support of comprehensive public health services; and

(3) A 5-year project grants program for health
services development. Other provisions allow inter-
change of Federal and State health personnel and
training for State and local program staff.

The key provisions for statistical programs are
those for flexibility in the planning and development
of services. Mr. king pointed out that this type of
program will give statisticians increased support and
responsibility in program planning and decision-
making, and they should seize the opportunity pre- -
sented for a leadership role.
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Mr. James E. Miller of the PHS Division of
Indian Health reviewed the statistical technique for
health program priority determination developed
and used in his program to meet the needs of the
planning and programing budgeting systern, PPBS.

The steps in program planning require:

(1) Identifying the health problem;

(2) Setting the health objective;

(3) Developing the alternative plans of action;
and

(4) Implementing and evaluating the selected
plan.

Mr. Miller described the Q index, or the health
problem priority index system, as a method for com-
bining measures of mortality and morbidity utilizing
the common denominator system.

The discussion that followed brought out that new
types of information to be used in systems like
PPBS, Q, etc., will be increasingly called for in
setting goals, developing means to achieve goals, and
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measuring achievement. The role of the statistician
as a planner—whether the statistician must become
more of a public health analyst or program special~
ist—was debated.

The sense of the discussion pointed to the need
and desirability for a study group on research in the
improvement of useful health statistics for metro-
politan areas.

Dr. Grove. Thank you, Mr. Frazier,

I must say that, in introducing the next item on
our agenda, I am a little bit surprised. Dr. Linder
was my first boss in the Federal Government and
one of his many wise principles was, “Never say in a
report that you will come out with another report
later on, because you may never do it.”

This, I have found by experience, is very good
advice. It is dangerous to say what you are going
to do some time in the future.

Nevertheless, some very skillful persuader has
induced Dr. Linder to speak on the subject of what
is to come in health statistics.



Sneak Preview: What’s To
Come 1n Health Statistics

Dr. Forrest E. Linder, Director, National Center for Health Statistics,
U.S. Public Health Service

Dr. Grove, I have to admit that I made a serious mistake in ever agreeing
to have this particular title put in the program, because it does violate the princi-
ple that you mentioned, which has been one I have expounded many times:
“Do not promise people what you are going to do. until you are ready to do it.”

Also, I think it is perhaps the most misnamed topic which has been on the
program this week: “Sneak Preview—What’s To Come in Health Statistics.”
All this week, in my opinion, has been a preview of what is to come in health
statistics. 'The whole conference has scooped any possible remarks I could make
on what the future of this particular profession is to be.

We have talked about computers, data banks, linked information systems,
new certificates, new handbooks, revised international classification of diseases,
revised international classification of diseases adapted (for hospital purposes), mul-
tiple-cause tabulations, health resources statistics, medical care statistics, health-
manpower statistics, population measurements, fertility statistics, marriage and
divorce registration, record linkage, longitudinal studies, methodological studies,
local area statistics, State health surveys, training, recruitment, career development.

It almost makes you dizzy just to think of the topics we have been discussing
here during this week. I can’t imagine what there is left to give a “sneak preview”
about. All that is left is to go back and summarize 2ll of the points that have
been made about these numerous items that have been discussed. But I am not
going to do this. I am not going to try to give a “sneak preview,” or to try to
tell you what I think is really to come in health statistics.

Instead, I would like to make one or two observations on what I think is the
meaning back of the discussions that we have engaged in around these topics.
What are the points that underlie them? The points themselves are the symptoms.
What are the underlying points that these symptoms are indicating?

I think the first thing I might mention is that the discussions this week have
stressed the fact that the era of planning in public health is now with us. We
have heard planning, and budget planning, and program planning, and all kinds
of planning, but this, at this point, is now an accepted fact. And it is going to
demand of the statistician, as has been said many times this week, the production
of much more hard data than we have had in the past.

But it also offers the statistician the big chance to move from the backroom
to the frontroom of the public health organization. If we have the initiative and
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the foresight and the ability to seize this planning opportunity that is now con-
fronting the health organizations of this country, we will be able to do an immense
amount to increase the prestige and the status, and the qualifications, and the
salary of the State health statisticians.

This planning, however, is not just analysis. It is going to require that you
look ahead into the future and be able to tell what is coming in health department
programs, not just what is coming in health statistics. And, here, I have a lot
of faith that we ought to start working with the concepts of model building in
public health organizations and in public health statistics.

I believe that the technique which has been mentioned here only briefly, that
of computer simulation, is the coming tool of our profession for the future. ~Simu-
lation and the computer are going to be, for the social sciences and the public
health profession, what the physical laboratory and the chemistry laboratory have
been for those professions in the past. It is going to be one instrument by which
we can advance our science.

Connected with this idea of simulation, I have been wondering whether we
shouldn’t start getting into something which might be analogous to the war games
that are played by other departments in the Government. In other words, could
we design a computer program and scenario as a teaching and planning instrument
that can make us more acutely aware of how to use data? We can play a game
with a computer, so that we can test a design for this sort of a health program
and this sort of action program, with this much money for this or for that. And
the computer will read us back from the scenario whether or not we are making
a significant impact on the solution of the problem.

These computer-type war games are making big strides, so I understand,
in teaching. Perhaps you saw a popular article on the computer games in teach-
ing in elementary and secondary schools? One incident that was reported in this
article was that the high school students were playing a game in which each
student was pretending to be a king of a small country and he had the problem
of allocating so much of the agricultural product to feed the people and so much
of it for storage reserve, and so much of it for seed for next year. The computer
would report back to him whether or not he was doing a good job as a king.

There was one instance of a rather inept student king who was allocating
these resources this way and that way, and the computer then reported back to
him, “You have reduced your population to zero. Please call the teacher.”

But I wonder if this isn’t a concept we ought to start playing with in public
health planning, to see whether we have to call the teacher, or whether we know
really how to do planning that is productive and useful.

Now, the other general meaning that I see in all of the points discussed this
week is that I believe we have a chance for a real renaissance of State statistical
work in the public health organization.

Somebody, earlier in the week, said, “This may be our last chance to get the
statistical work in the State health department at the proper level.”  This speaker
implied that, if the public health organization didn’t take advantage of this chance,
other elements of the State government might begin moving into these fields and
leave the health departments rather “high and dry.”

There has been a lot of concern among health people about the fragmentation
of health services. Maybe we should begin to be a little concerned about the
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possible fragmentation of health statistics in State organizations. But if we are
to develop our chance for a renaissance of statistical work in the State health
departments, there are some things I think we have to do.

In the first place, for years we have been talking among ourselves about
statistics in the State health departments. I think talking to ourselves is not going
to solve the problem. We have to find some way to raise this dialogue to a higher
level within the organizational structure of the State government. At this higher
organizational level in the State government, we must begin to start a dialogue
of some kind, a discussion about the proper role of the statistical function in the
health department—how it is to be initiated and how it is to be sustained.

"T'o make any success in getting this higher-adminstrative level dialogue started
within the State government, the State statisticians and the State registrars have to
find some way to disentangle themselves from the unending and relentless pressure
of the detail of the work day by day.

I am sure that the requests that come into the State offices from the public
in terms of registration problems and procedures are so demanding that very few
State people have a chance to really think of the broader issues. They do not have
an opportunity to consider what the statistical office in their organization ought
to be doing or to explore the long-range planning for this sort of organization.

Now, it is a vicious circle. I don’t know how you are going to lift yourselves
by your own bootstraps, in a sense, but some way has to be found, I think, to give
the responsible State officials, those responsible for registration and vital statistics,
a chance tossit back, put their feet up on the desk, and think a little bit about solving
the broader problems of the organization that must be faced.

I mentioned earlier that I was disappointed to see that in the 5 years since the
National Center for Health Statistics has been established, there has not been a
State counterpart—a State center for health statistics—established in any one of the
50 States.

I think the time for this has come. I think it is now time that State centers
for health statistics be developed in the many State health departments. The time
for the idea is here, but what is now needed is some leadership, somebody to
crystallize the concept and draw up a blueprint. It needs to be set as a goal that
can be worked for and achieved.

When the National Center for Health Statistics was created, the idea was a
creation of a committee in the Public Health Service that was studying the
functions and program of the Federal Public Health Service. This committee
spelled out the basic idea for the National Center for Health Statistics. With
that, we were able to move ahead on it.

But where would the idea in State health departments come from? Where
is this crystallization of a plan, of a concept, coming from?

I don’t think it is our job, at the national level, to take the responsibility for
developing the concept of what is appropriate for a State office. This should
be a function of the State people, to see for themselves what is required, what is
needed, and what is within grasp.

Some progressive leadership and some progressive work is needed. Maybe
this is a proper function for the American Association for Vital Records and Public
Health Statistics. I just checked with your secretary-treasurer. This is not a
poor organization. They have a rather enviable treasury, something that would
make many other professional associations wonder how they could do the same.
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Maybe it is the responsibility of this State organization to set up and finance
its own committee to develop its own ideas, to hire its own consultants if necessary,
and to write out the blueprint. Such a general blueprint can be used by any
appropriate State to start a dialogue at the highest levels within the State public
health department to create an organizational entity which will really cope with
the demands for hard data and the demands for program planning.

One of the big problems with this is the shortage of personnel. We complain
about this, you complain about it, everybody complains about it. But I have
the optimistic conviction that this shortage of personnel is something which is
going to ease in the relatively near future. If Dr. Hauser, when he talks about
the population program at lunch, doesn’t contradict me, I believe I am right in
saying, within a few years, there is going to be a flood of available people, trained
at different levels, who will be looking for jobs and who will be a pool from which
we can draw trained personnel in the various categories.

You must keep in mind that, last year, 1965, I believe a million more people
had their 18th birthday than the year before. This is the result of the large baby
boom of 1947. Those people in the baby boom of 1947 are just now 18 or 19
years of age, and, in a year or another year, they will soon be coming into the labo~
market, after a certain amount of college or advanced education.

So I think this personnel problem is going to ease up. It is one aspect of the
problem that can give us some optimism.

And while I think it is a safe policy not to make short-range predlctlons
because you can easily be embarrassed, I would suggest possibly that 2 years from
now, when we are back here again in this room, having the next meeting, let’s
look back at the program of this year and the recommendations that we made and
the things we said we hoped were going to happen and let’s have, whatever the
opposite of a preview is, namely, a little looking back to see whether or not we
were on the right track this year.

Dr. Grove. I think that Dr. Linder came close to making some predictions,
and he certainly has given us a challenge for action, right now and in the short- and
long-range future.

I would like to call on Dr. Sagen to make some concluding remarks. I don’t
know which direction he is going to look into, maybe both directions, ahead and
~ backward.
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Reprise

Dr. Oswald K. Sagen, Assistant Director, National Center for H ealth
Statistics, U.S. Public Health Service

Members of the Conference: “If we could first know where we are, and
whither we are tending, we could better judge what to do and how to do it.”

This was said by Abraham Lincoln, in his famous House Divided Speech,
when he accepted the nomination for the Presidency over 100 years ago.

While his words were applied in a completely different context, they are
certainly quite appropriate to the kinds of problems that we are concerned
about here.

He also said in that speech, you will recall, that “A house divided against
itself cannot stand.” That certainly is true of our national vital and health statis-
tics system, and that is really why we are here, why we have been here this week,
to find ways and means of keeping our house together, keeping it in order, and
keeping it up to date.

So this has been really our whole concern this week. And I think we have
found out this week that we are at a turning point, if not actually in a crisis, in the
field of records and statistics. It has been brought on by rapid changes occurring
in our society; changes that are bringing new problems, new challenges, and new
opportunities. Hopefully, we can react to these things, take them home for reflec-
tion, and do something about them during the next 2 years.

I heartily endorse the suggestion that 2 years from now we take a good look
to see what has really been done about the problems we have aired during this
week, and evaluate the usefulness of the concepts and ideas that were brought to
light here this week. 'We must recognize that, no matter how provocative a meet-
ing like this has been, it yields no solutions to our problems. The discussions can
never do more than point up and describe the problems themselves, suggest several
ways in which something has been done or can be done about them, and stimulate
us to attack them.

As our Latin American friends say, “Via con Dios.”

Dr. Grove. Thank you. I think this is an appropriate note on which to
adjourn the meeting.
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My subject today is “Population Policy.”* Let me start out with a few high-
light facts, international and domestic.

When one turns to a consideration of population policy, one must among
other things realize there has been something called a “population explosion.”
There is adequate justification for the use of this purple emotional propagandistic
language, as explosion is certainly not a scientific term. Justification for this
language can be summarized quickly. Let me remind you that it took most of
the 2 million years that man has been on the face of this earth to produce 1 billion
persons simultaneously alive. That number was not achieved until about 1825.
It required only an additional 105 years to produce a second billion persons
simultaneously alive. Two billion was the population in about 1930. It took
only 30 years to produce a third billion, by 1960. And with present trends and
allowing for diminished fertility (which I may say parenthetically at this stage is
wishful thinking), it would take only 17 years, until 1977, to produce a fourth
billion; about 10 years after that, 1987, to produce a fifth billion; and about 9
years after that to produce a sixth billion persons simultaneously alive.

There in a nutshell is the population explosion. I should like to remind you
that in terms of the available data there probably never has been any significant
inflection point downwards in the rate of world population growth. That is,
as far back as we can get any reasonable data, despite the fact that individul parts
of the globe have certainly experienced population loss, total world population
growth has continued to increase at ever greater rates.

Should present trends continue, world population would approximate 7.5
billion by the year 2000; that is, it would more than double in the next 34 years.
Total world population approximates 3.3 billion today. The United Nations, in
its projections, presents three variants of population estimates for the year 2000,
ranging from about 5.2 billion as the lower variant, to something like 6 billion
as an intermediate variant, and 6.8 billion as a high variant.

Each of these variants is based on the assumption that the birth rate will
diminish in the so-called developing regions of the world, and that there would be
a deceleration in the rate of world population growth.

I have inquired into the basis for these assumptions. I think the best
rationale that can be given is that something has got to give. ~And for that reason,
it is assumed there will be a reduction in fertility. I want to stress this, because

*Based on the transcript of an extemporaneous talk.
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it perhaps helps account for the one thing that seems to be paramount in all con-
temporary considerations of population policy; namely, the need for family
planning in an effort to reduce fertility. I hope to indicate that this is but one and
not necessarily the most important aspect of population policy today; and one that
is perhaps receiving more than its share of attention at the moment.

A final perspective with respect to the world situation. That is, despite the
efforts that have been underway now for some years, in India, for example, since
1952, and in other nations, there has yet to be the first demonstration of a mass
population characterized by poverty and illiteracy which has managed to reduce
its birth rate.

Now I say this advisedly, partly to offset what I think is an unwarranted
optimism in many quarters. It is true that intensive efforts have been accom-
panied by reduced birth rates, presumably through these efforts, in places like
Hong Kong, Singapore, Taiwan, and Korea. But it is also true that the birth rate
in these areas had already begun a downward turn before the intensive experi-
mental efforts began. As a matter of fact, there still has to be demonstrated to
what an extent the experimental efforts as such decreased the birth rate below
the trend that was already in motion.

Permit me to state two propositions to conclude the global perspective.  First,
in the history of man there is no example of a mass population which achieved
literacy and higher levels of living that did not decrease its birth rate. Second,
unfortunately the converse of this proposition is also true. We have yet to see the
first mass population, illiterate and living in poverty, that has managed to decrease
its birth rate. For example, the efforts in India since' 1952 have as yet produced
no measurable decrease in fertility.

Now there is a lot of optimism about the prospect for fertility reduction in
the developing areas. A recent issue of Newsweek quotes one of our colleagues
in the field as saying, “we know now how to reduce the birth rate.” Well, I can
only hope this is right. But I am from Missouri, via Illinois, in the sense that I
have got to see that measurable decrease in the birth rate before I believe anyone
who says he now knows how to do it.

Let me turn now to some national factual perspectives.

In this Nation, of course, we have one of the most startling examples of the
population explosion in the Western World—a population explosion that is
remarkable not only for the level of natural increase but, also, for an unprecedented
level of immigration. From something like 4 million persons in 1790, when our
first census was taken, we are now almost 197 million, according to the census
clock in the Commerce Department corridor today.

As a matter of fact, since we are in a family of statisticians, I think it is ap-
propriate to direct your attention to this fact. At some time, possibly during the
current year, this Nation has already topped a population of 200 million. This
is with an allowance for underenumeration. (Incidentally, because I am talking
to a statistical audience, this thought occurs to me. One of the most important
contributions that you statisticians in the vital statistics and health field can make
toward increased precision in the measurement of vital rates, fertility, mortality,
marriage, and divorce, for the nonwhite population of this Nation, would be to
retrogress in the completeness of registration. You are now responsible for
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tremendous distortions in our measurements of birth and death rates. You have
achieved something like 100 percent completion in registration of births and
deaths, particularly in urban areas. Hence, with a census underenumeration of
perhaps 10 percent or higher for nonwhites, we have a serious imbalance in the
relative accuracy of the numerator and denominator of vital rates. In con-
sequence, my recommendation and contribution to this conference is to suggest
you reduce completeness of registration to about 90 percent. This will get us
much more accurate death and birth rates.)

We have in the course of our national history experienced many other drastic
population changes—I have time to refer to only four of them.

Perhaps the most significant of these changes, in many ways, is to be found
in the changing distribution of our population. When our first census was
taken in 1790, 95 percent of the American people lived in rural areas, on farms
or in places having fewer than 2,500 people. When our 18th decennial census
was taken in 1960, from 5 percent urban, in 1790, we had become 70 percent
urban. Within the next two decades we may well approximate 80 percent urban.
Moreover, by 1960, we had become 63 percent metropolitan. We are probably
over 65 percent metropolitan now, and we might approximate 70 percent over
the next two decades.

These figures call aitention to a transformation in a way of life—from agrar-
ian living to metropolitanism—that is probably unprecedented in human history.
This transformaton has created many policy problems originating in population
change—problems of which our society, I submit, is still largely unaware.

A second major population change creating policy problems lies in our
changing age structure. The secular decline in birth rate from the beginning
of our first statistics in this Nation down to the bottom of the depression, on
which there was superimposed the postwar boom in babies and marriages, has
modified our age structure in the most amazing way, of which you are quite
aware. Our younger and older people are increasing at much more rapid rates
than are our people in between. This is why, if I may corroborate what Forrest
Linder said earlier in the day, young people under 25 entering the labor market
have tripled during this decade over what they were in the second quinquennium
of the fifties. During this decade, 600,000 persons per year under 25 are entering
the labor force, as contrasted with 200,000 during the second part of the fifties.
Thus in the coming decade, the labor force will be very much improving in terms
of available bodies for recruitment purposes. This will be particularly true in
the category of persons 25 to 45 years of age. The changing age structure has
generated any number of problems.

Let us turn next to a third population problem on the domestic scene. As
you know, we have measured differential fertility and differential mortality and
we have noted great imbalances in the relation between people and income across
the Nation and within various categories of population groups. I have had
occasion recently, on the basis of Mollie Orshansky’s work, to calculate that
something over 8 percent of all Negro children in families having five or more
children are today being reared in poverty; and almost two-thirds of all Negro
children in families with children under 18 are being reared in poverty. The
association between high fertility and poverty and little or no education within
these United States is as manifest as it is for the world as a whole. Similarly,
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there are great differences in mortality among various population groupings in
this Nation which raise obvious policy questions, especially in the fields of public
health and adequate medical care.

Finally we have great differences in economic opportunity within this most
affluent Nation, generating internal migratory flows which create many problems
that require policy consideration. Among these problems are: the inadequate
education provided to many Americans to prepare them in their areas of origin
for life, as migrants, in their areas of destination; the inadequate educational
facilities in areas of heavy in-migration to deal with the problems of the in-migrant
populations; and the inadequacy of other facilities and services for in-migrants
including housing, employment opportunity, public health programs, medical care,
recreational facilities, and thelike. Changes in population distribution and in age
structure, differential fertility and mortality, and internal migration on the do-
mestic scene require policy considerations, in my judgment, that go far beyond
concern with family planning—that is limiting the number of people.

These are the kinds of factual considerations that lead me now to popula-
tion policy perse. We may well conceive of population policy in three categories:
global, international, and domestic. By global, I refer to those policies that com-
pletely transcend national boundaries. By international, I refer to policy that
involves nation-to-nation interrelationships. In respect to the domestic, I shall
focus on the United States.

What about global population policy? With the kind of growth which the
world is experiencing, with what we already know about the relationship between
world population growth and economic development, it is clear that over the
next 34 years—that is, to the end of this century—there can be little solace for
anyone who is concerned about the inability and frustration of the developing
nations to achieve higher levels of living. That is, for the next 34 years, with
present trends or even with the most optimistic allowances for diminution of
fertility in the developing regions of the world—Asia, Latin America, and Africa—
there is little prospect of significant increases in levels of living.

As a matter of fact, what evidence there is indicates that despite all of the
efforts we have made—technical assistance toward economic development through
the programs of the United Nations, including the expanded programs of tech-
nical assistance, the programs of the specialized agencies, the various national
and regional bilateral and multilateral programs, the programs of the great foun-
dations—the gap between levels of living in the “have” and the “have not” nations,
isincreasing, not decreasing. ’

Permit me to stress the implications of this observation because I think the
kind of policy consideration involved is of a character that we as a society, literally,
have not yet faced. In my judgment, anyone who can see hopeful signs on the
global horizon during the next 34 years to the end of this century is either among
the faithful who expect miracles from Heaven, among the optimistic who expect
superwonders from science, among the affluent parochials who anticipate that
they can live in an island of plenty in a sea of world poverty, or among the naive
who can anticipate nothing.

This dismal outlook is based on the following considerations. First, even
the: most optimistic outcomes of present family planning efforts would not pro-
vide much stimulus to increased levels of living during this generation. Its
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major benefits would come in the next generation. But it is the present generation
that has experienced the “revolution of rising expectations” and is pressing for
economic advance and political freedom.

Moreover, not only is there very little prospect for great advances in levels of
living in Asia, Latin America, and Africa during the remainder of this century,
but, also, there is some prospect that conditions, especially in respect of food supply,
may worsen.

Between 1960 and 1964, for example, food production per capita in Latin
America, whose population is now increasing at 3 percent per annum, actually
diminished by 6 percent. Food production per capita in Asia, in the same period
of time, actually diminished by 3 percent. It is too early to reach a definitive
conclusion on this point; but it may well be that an inflection point has occurred
during the first half of this decade, auguring that many regions of the world may
no longer be able to increase food production at the rate at which population is
growing.

What does this mean, then, from the standpoint of global policy? I can
only sketch the answer very briefly.

For one thing, it means that the peoples of the world must face up to the
fact that this is a finite planet; that there are only 200 million square miles of
surface on the earth; that only one-fourth of the surface, some 50 million square
miles, island. 'This means that the world as a whole must face up to the necessity
of limiting world population and, I am going to use this word deliberately, setting
quotas for population numbers for the world as a whole and for its various
subdivisions.

Nobody has quite faced up to this problem. The fact is that given a finite
space, given the present world rate of increases of 2 percent per annum which
doubles population every 35 years, and given the fact that, despite efforts to the
contrary, world population growth rates so far have been going up, not down,
some form of population control is inevitable. In fact, any rate of growth, in the
long run, produces saturation. And in the short run, we are already far too late
to avoid social unrest, political upheavals, threats to peace, and hot and cold wars,
which, in my judgment, will grow much worse, not better, in the remaining
years of this century.

What I am saying in effect is that although we have begun to talk about
population problems neither within this Nation nor in the world as a whole
have we faced up to the policy implications of population trends on this finite
planet—implications with great social, economic, and political significance.

In addition to policy problems arising from population numbers, there are
also qualitative considerations of population policy. Much of what has been said
about quality was said about two generations ago. Much of what was said was
nonsensical; that is, it was a kind of popularized and distorted genetics called
eugenics. We are aware today, largely by reason of the progress of the social
sciences, that the quality of the population in this generation and in the next
generation is not so much a function of the genetic as it is a function of the social
heritage—of the opportunity that a population has for acquiring education and
acquiring skills. The quality of a population, to use the language of the educa-
tionists, depends on acquiring the basic skills, the salable skills, and the citizenship
skills which presumably the schools should be transmitting.
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The quality of population in the world as a whole, the ability of a population
actually to transform a society from relatively low levels of productivity to high
levels of productivity, is more dependent upon opportunity for education and the
acquisition of skills than upon any prospect of changing its genetic heritage.

This calls for important global policy of a magnitude that we have not yet
really begun to face, despite the valiant efforts of UNESCO to deal with the
problem of world literacy, world education, and worldwide opportunity for the
acquisition of skills.

In effect, I am suggesting that the need for policy with respect to both
quantity and quality of population on the globe is reaching such urgency that
not only the welfare but the very continued existence of much of this world’s
peoples is at stake. v

Let me turn now from the global scene, although there are many other aspects
of the problem that require global policy considerations.

On the international, as distinguished from the global, level, considerations
of quantity and quality are also involved and are closely interrelated. That is,
in international relations, agreement on control of numbers and, also, control of
population quality, in the sense of opportunities for education and the acquisition
of skills, is necessarily involved in any economic considerations designed to increase
income per capita. Population policy is as much involved as international trade,
international capital flows, technical assistance, etc., in planning higher levels of
living. . Needless to say, however, no amount of family planning alone will auto-
matically produce higher income per capita, unless there are also other inputs
toward economic development.

The question of determining whose population is to be controlled how much
is a most difficult one—whose ox is to be gored? And I dare say that within the
coming years we will be talking about population quotas that will help determine
which populations are to grow how fast within what periods of time. And along
with such talk we will be talking more and more about improving population
quality through increased investment in human resources.

Such considerations are almost certain to enter into international relations,
especially those involving bilateral or multilateral arrangements between
economically advanced and developing nations.

Let me pass next from the international to the domestic scene. I shall focus
on some aspects of domestic population policy and come to a close.

We in the United States are under the illusion that the population problem
is the world’s problem, or Asia’s problem, or Latin America’s problem. Anyone
who really believes this is, in my judgment, revealing the parochial and naive
character of his own understanding of population matters.

We are faced with acute population problems in this country. And we have
crucial problems of policy with respect to them.

So far as numbers are concerned, we also have problems for the remainder
of this century. If you think you are harassed now in getting to work on express-
ways, if you live in a community in which a glass of water is essentially a chlorine
highball with a detergent head, if you are forbidden to bathe in the polluted lakes
in which you were able to swim as children, if you are experiencing other irritations
that may lead to an ulcer, and if you feel that you are worse off than if you were
smoking more than two packs of cigarettes a day because of air pollution—if you
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think you are now suffering these things, “you ain’t seen nothing yet.” These
kinds of costs of population numbers will grow much worse before they get any
better.

Despite the fact that our national birth rate has been turning downward
since 1957, we shall still be generating over 4 or 5 million babies per annum for
‘perhaps the next two decades. The reason for this is that persons of reproductive

age will double within the coming generation, as our postwar babies reach
marriageable age.

This means that within the next 20 years we stand to add something like
70 million people to our population, even with the allowance for decreased fertility,
as made in the recent projections of the Bureau of the Census. This is about as
many persons as in the United Kingdom and Canada combined. We must
produce, therefore, amenities of existence for another 70 million people in the next
two decades even while we are still trying to struggle with accumulated problems
of urban renewal and public housing, not to mention the problems of acculturation
and the adjustment of our new in-migrants to the mainstream of American life,
metropolitan United States.

We do have problems of population quantity in this Nation. We have
achieved fabulous productivity, which has certainly enabled us to belie Malthus—
in increasing income per capita, even while growing at fabulous rates. But the
relationship between population and land in this country, the relationship between
population and nonrenewable resources, and the relationship between population
and outdoor recreational resources are portending increasingly difficult problems.

We too face the qualitative problem. On the domestic as well as the world
scene, the differences in quality of our population are determined more by
differences in the social heritage than in the genetic heritage. Now this is not to
say that we ought to forget about genetics. There are obviously some specific
types of things that should be controlled through eugenic programs.

But let me remind you that it may take literally millions of years to produce
genetic change of a kind that would vitally affect the quality of a human being.
And we know, and we in these United States know this better than any nation
on the face of the earth, that within one generation you can take an illiterate,
poverty-stricken people and turn them into persons who can qualify as professors
at Harvard University, or even the University of Chicago.

We know that through the social heritage you can produce tremendous
changes in the quality of population. Yet despite the fact that we know this,
what is the situation at the present time? Population policy, if we are to be
concerned about quality, as well as quantity, and this increasingly is the concern
of the demographer and affiliated sciences, means concern with the nature of the
social heritage and the process of socialization. It means recognizing—and this
is an example of a policy problem—that American education, elementary and
secondary education, is now ironically failing a significant proportion of the
American people. Public education in this Nation, among our basic social
institutions, has been a vital element in the two great contributions we have made
to the story of man as I see it: First creating unity out of the diversity of ethnic
and racial groups of which we are constituted; and second making it possible to
give an unparalleled demonstration of an open society, a society in which every
person, no matter how humble his origin, could rise to levels in the social and
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political and economic world limited only by his own individual capacities.
Despite this historic role of education in our society, education today is helping
to create a stratified society in the United States, a society stratified by economic
status and race.

Let me try to put it succinctly in this way. The child—forgive me if T invent
a new concept here—the child with a preconception IQ of a high order who is
smart enough to pick white parents who live in the suburbs may get an input for
his public school education”as high as $1,500 to $2,000 per capita. The child
with a lower preconception IQ that picks white parents who live in a city may
get an education that gets him a $500 to $1,000 per capita educational input.
But, in our society, the child with a miserably low preconception IQ that is stupid
enough to select parents who not only live in the inner city, but who, also, have
black skins, autematically by that “stupid” act may get an educational input of
about $200 to $400 per capita as his preparation for life in a metropolitan society.

In the report of the recent White House Conference “To Fulfill These
Rights,” the section on education recommends that, as a minimum, educational
expenditures per child be raised from the national average of $500 to $1,000,
a level still well below that which is available in our most affluent suburbs. This
recommendation would require an increase in expenditures for education—public,
private, and church-related, elementary and secondary education—from $27
billion to $54 billion per year, a doubling of expenditure. This is a matter of
population policy, policy affecting the quality of population.

We have up to this point in our history acted as if Mississippi or Alabama
or, for that matter, the inner sections of New York City or Chicago were really
foreign entities. We have paid little attention to the fact that people reared in
these parts of the United States were not being adequately prepared for life in the
mainstream of American life—in metropolitan areas.

Until recently, it was anathema for the Americans even to think of Federal
intervention into local education. Yet Federal funds are now available for edu-
cation. And such funds, followed by insistence on the maintenance of Federal
standards, will grow, not diminish. It is becoming the policy of the United
States that every person born within the boundaries of this Nation, no matter in
which part he is born and reared, must be prepared for metropolitanism as a way
of life. This is a population policy with respect to quality of population. It
is probably the most important single policy on population quality that the
Nation could adopt.

There are other policies with respect to immigration. Despite the fact that
we are the leaders of the free world, our immigration laws, until the recent change,
proclaimed to the whole world the built-<in prejudices, biases, and bigotries of
some of the American people. As a matter of national policy, our laws held
that certain people were much superior to other people. Well, now, in our most
recent immigration laws, we have set new standards. This also is a population
policy and an important part of our total population policy.

To summarize, policy must be set on problems arising from population trends
and considerations not only of growth but considerations, also, of distribution, of
composition, and of components of growth, including not only fertility but, also,
mortality. Most demographic policy is now focused on fertility and fertility con-
trol. This tends to obscure other important areas of population policy. For
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example, there are populations on this globe and within this Nation whose
death rates are still as much as twice as high as average death rates for
the area as a whole. There is much yet to be done in the reduction of mortality
which would pose even greater problems on the growth front. But these are
also matters of important population policy. There are also important popula-
tion policies to be set globally, internationally, and domestically on interrelated
matters such as migration, international trade, capital flows, centralization and
decentralization of economic activity, and investment in human as well as other
resources. So it should be clear that population policy goes far beyond family
planning alone and involves almost every aspect of life in a complex, modern,
technological society.

Now I have a last consideration of population policy of special interest to
you with which to close. Population policy must also include policy for not only
maintaining but, also, expanding present levels of population statistics and re-
search. In addition to the social, economic, and political, population statistics
and research encompass the biomedical aspects. For example, I do not believe
for 2 moment that we know all that we need to know about fertility control. I
believe, on the contrary, that the social sciences are still so ignorant we are not
yet sure that we can invoke motivation and incentive for family planning in the
cultures and types of life situations that exist in the developing regions of the world.
Moreover, I believe that the biomedical sciences are still so ignorant they have as
yet been unable to produce means of family planning that are efficacious enough,
practical enough, and acceptable enough to have solved the problem of peoples
in the developing areas. My notion is what we know today will seem primitive
within a decade.

These observations are a means of calling attention to the need for policies
of expanding statistics and expanding research. I do not believe that in any State
represented here, nor in the Federal Government, have we yet allocated enough
resources to acquire the kind of knowledge necessary for developing sound popula-
tion policy and sound population programs of the types to which I have referred.

I think our statistical and research job is just beginning. Man has been on
the face of this earth, if I may close with this final perspective, for some 2 million
years. He had not been faced with the kind of crises that he now faces for the
rest of this century until the end of World War II. It is only since then the
population explosion embraced the mass populations of the world-——in Asia, Latin
America, and Africa.

‘We are confronted with a brand new unprecedented problem—the second
population revolution, if you will. Moreover, we are just beginning to face the
problems of metropolitanism as a way of life. In the two million years of existence
on this globe, man did not achieve widespread metropolitan living until the be-
ginning of the century. Not until about 165 years ago did mankind as a whole
achieve enough in the way of technological development and social organizational
development to permit the proliferation of cities of a million or more. And it
is with the cities of a million or more that we are beginning to discover all kinds
of problems for which our social heritage has no answers and which require the
invention, almost daily, of new answers such as those given by the New Deal, the
Square Deal, the New Frontier, and the Great Society.
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We are still coming to grips with the problems which, at least in part, involve
population. Many of the problems center around the population explosion.
But the problems of metropolitanization are the product of what might be called
the population implosion. The increased concentration of people and economic
activities is creating unprecedented problems and calling for unprecedented types
of policy and program considerations.

In consequence, statisticians in the population field have not yet reached the
peak of responsibility which will be theirs. Quite apart from the specific technical
considerations with which you have been concerned during the past week, I think
you are going to be called upon to produce new kinds of data needed for policy
formation—data of a type that we have not yet even anticipated. What lie ahead
are new kinds of demands that our new kind of society is continuously creating
and at an accelerated rate. It will be your job to help to generate and to service
these new types of demands for population statistics and research.
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Implementing the Standard Certificates

DISCUSSION SUMMARY

Status of the Revised Standard Certificates and
Developmen: of Handbooks

Revision of the standard certificates began in 1963
when over 1,000 questionnaires were sent to various
individuals, agencies, and organizations that had
particular interest in the certificates’ content. Re-
plies from approximately 400 respondenis and
comments and suggestions from three study groups
in the 1962—64 biennium concerned with the con-
tent, format, and medical certification of medico-
legal cases were reviewed and evaluated. Revised
drafts were prepared in May 1964 for consideration
at the 1964 National Meeting. The resulting rec-
- ommendations were reviewed by the staff of the
National Center for Health Statistics. Third drafts
were prepared for discussion during the 1964-66
biennium with a new Study Group on Revision of
the Standard Certificates, composed of representa-
tives from the three previous groups plus several
new members selected to represent special areas of
competence. Fourth drafts were prepared in June
1965, based on changes suggested by this Study
Group, and circulated to about 300 specially selected
individuals and agencies. The present drafts, dated
January 1966, reflect the results of the circulariza-
tion and suggestions made at an August 1965 meet-
ing of the American Association for Vital Records
and Public Health Statistics.

The January 1966 multilithed drafts, which pres-
ent the proposed content, were sent to all partici-
pants prior to the meeting. First drafts of the
printed format of the certificates were given to
participants at the start of the workshops. After
further refinement in format to correct any errors

in spacing, location of items, etc., and formal ap-
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proval from the Bureau of the Budget, the proposed
standard certificate forms will be submitted to the
Government Printing Office for printing. The first
printed editions will be made available to the regis-
tration areas with an accompanying statement ex-
plaining the reasons for the changes.
Recommendations from the 1964 National Meet-
ing resulted in the establishment of a Study Group
on Preparation of Hospital and Physicians’ Hand-
books on Births, Fetal Deaths, and Deaths. A
preliminary draft for use in hospitals was prepared
by the Division of Vital Statistics for review at the
first meeting of the Study Group, and a revision was
prepared for further consideration at the second
meeting in June 1965. In view of the need to
develop additional handbooks and to have them
available for use with the revised certificates on
January 1, 1968, contracts were entered into with
four knowledgeable persons to write handbooks for
use by hospitals, physicians, funeral directors, and
medical examiners and coroners. First drafts were
prepared by the authors and reviewed by the Study
Group at a meeting in December 1965. Sugges-
tions resulting from this review were incorporated
into second drafts by the authors. These second
drafts were circulated to the registration areas for
review and comment and furnished to patricipants
in the workshops as background material for discus-
sion. The handbooks, designed to provide guide-
lines for all who have a role in completing certifi-
cates, are intended to serve as models for adaptation
to the specific needs of the registration areas in ac-
cordance with their laws and regulations. They
are based on the Model Vital Statistics Act of 1959.
The harnidbooks will be uniform to the extent that

uniformity is feasible, but will emphasize those



areas of particular concern to the persons who will
use them.

A special editorial team will review the hand-
books for uniformity of instructions, definitions,
explanations, etc., and prepare final drafts for
distribution to the registration areas. Comments
and suggestions on all four handbooks were re-
quested from persons attending the workshops.

Review of the Standard Certificates

While consideration in the workshops was to be
confined primarily to implementing use of the
revised certificates, there was some discussion of the
content and format, particularly of the new items.

An item on “education” has been substituted for
“occupation” on all except the death certificate.
The consensus was that information about education
is more important for statistical and research pur-
poses than information about occupation, except
as occupation may relate to death. However, one
participant voiced strong opposition to omission of
occupation from the other certificates.

Addition of items covering the dates of the last
previous live birth and fetal death to the live birth
and fetal death certificates did not occasion com-
ment. These are expected to yield useful data for
child spacing and fertility studies.

Tt was questioned whether the item on number
of prenatal visits would yield meaningful or useful
information. There will be a high correlation
between the amount of prenatal care and the
complications of pregnancy, merely because ob-
stetricians will want to see women with complica-
tions more often than those who are having a
normal pregnancy. However, it was suggested
that this information is important for perinatal
health programs. ‘

Better spacing and use of boldface type in item
16a for “prenatal care began” as well as “month of
pregnancy” was suggested in order to assure in-
formation about the number of months of care
rather than length of pregnancy.

Some objection was voiced from a research point
of view to the terminology of some of the live birth
certificate items. There was an expression of need
for a specific definition of “attendant” and for a
means of showing when a certified attendant
actually was present at the time of birth.

Moving the item on race to the confidential sec-
tion was accepted without objection. However, it
was generally agreed that the lineup and spacing
for this item, as well as the one on education, are
confusing, particularly with respect to the mother.

It was recommended that the wording for item 23
(birth defects) be more specific and that instruc-
tions in the handbooks include examples.

In discussion of the confidential sections of the
live birth and fetal death certificates—particularly
the medical items (19-23 and 24-28, respectively)
on complications of pregnancy and labor, birth in-
juries, and congenital malformations or anomalies—
it was explained that these medical items are ex-
pected to yield important data. For example,
NCHS is working with the Towa State Health De-
partment and PHS Dental Health Division on
studies in connection with reported congenital mal-
formations. It is to be remembered that certificate
information is needed for two kinds of purposes;
the first is for legal uses, and the second is for re-
search, statistical, and program uses. In this re-
vision, while a significant attempt has been made
to differentiate between the legal and research-statis-
tical-program items, there is almost a need for two
records—one legal and one scientific. However, this
is not yet feasible in the United States.

The new birth and fetal death certificates provide
space in the left margin for entering certificate num-
bers for “mates” in multiple births. The United
States has not published detailed tabulations on
multiple births since 1958.

There was some objection to substitution on the
live birth certificate of “State of birth” (items 6c
and 8c) instead of “place of birth” since this space
is also used to enter the county of birth.

Changes in the death certificate include return
of an item on surviving spouse; additions in part I
of item 18 of “or as a consequence of” to b and ¢
and “approximate” before “interval between onset
and death” to a, b; and c; addition of a question
(item 19b) about use of autopsy findings in deter- .
mining the cause of death; and addition of “or
undetermined” to item 20a. There was no specific
comment on these changes, except that the wording
for item 20a should be “or manner undetermined”
to make the meaning clear. It was suggested that
“approximate interval between onset and dea ”?
might be printed vertically along the right margin to
give more space for entering the information (asin
Rhode Island’s- certificate). There was mention
that the reference to time of death in the physician’s
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certification of the combined certificate is confusing
and awkward ; it will be corrected.

Other comments included a suggestion that the
signature instructions in the certification be changed
to “sign and type or print name,” and the group
recognized the inappropriateness of including the
Zip Code in item 20f (location of place of injury).

While Workshops A and B were not concerned
with implementing use of the new marriage and
divorce certificates, there was brief discussion of new
items on these certificates.

New items on the marriage certificate are: Edu-
cation items for the groom and bride instead of
occupation, an item (14e) to obtain information on
whether the ceremony was performed by a religious
or civil official, space for signatures of two witnesses
(15 a and b), and items on the date of dissolution of
the last previous marriage, if any. There was some
criticism about the number of signatures requested
and their location and spacing. In developing the
marriage certificate, items were taken from the ap-
plication for marriage, the marriage license, and the
facts of marriage ; therefore, to come up with a satis-
factory certificate, space for the maximum number
of signatures was provided.

The divorce certificate contains as new items
the approximate date the couple separated (item

10), an item (11) on the total number of living
children as well as those under 18 years of age, and
items (18 and 22) on the dissolution of previous
marriages for both parties.

There was some question of the need for a con-
fidential information section in these certificates.
However, it was included to meet requirements for
placement of the race item. The education and
previous marriage items were included in it al-
though they might be termed “other personal in-
formation” rather than confidential.

In setting up the printed format, the objective
was to simplify the certificates and to try to get all
of them to a standard size. The style of type used
was one that would be readily photographic and
yet not overpowering, and all changes should also be
in this type. The printed format for the combined
death certificate for use by either physicians or med-
ical examiners/coroners was made available to the
participants in the workshops. Separate certificate
forms, one for physicians only and one for medical
examiners or coroners only, will also be prepared
and made available to the registration areas.

In printing copies of the certificates, the regis-
tration areas will omit “Form Approved, Budget
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Bureau Form No.” in the upper right corner and —
the Department designation along the left edge.

Marginal notations—“Type or print, in perma-
nent ink” and “For instructions, refer to the (spe-
cific) Handbook (s) *—will appear on all certificates
in the upper left corner.

It was suggested that the spacing in the left
margin of the live birth certificate be improved to
clearly show that the item which calls for the num-
ber of the death certificate for deaths under 1 year
of age, important for relating infant deaths to live
births, is separated from the item on multiple births.
Suggestions to return “For State use only” to the
certificates and to provide space for use by the regis-
trar for entering needed data, such as the results of
serological tests for syphilis, will be brought to the
attention of the printer. Other suggestions for
better spacing—e.g., item 11b about the use of au-
topsy findings in determining the cause of death on
the fetal death certificate—will also be given con-
sideration.

In response to several inquiries, it was explained
that the mother’s name appears before the father’s
on the birth and fetal death certificates because the
residence of the mother is taken to be the residence
of the child; also, in most illegitimate births, the
name of the father does not appear on the certifi-
cate. It was the consensus that information about
the mother should come before information about
the father in the confidential section as well as in the
legal section.

Attention of the group was called to the fact that
the “name” item on all certificates is in reverse
order to other legal documents which usually start
with the surname.

A suggestion favoring shortening “confidential
information for medical and health use only” to
“for medical and health use only” was made.

Review of the Handbooks

The Study Group on Handbooks recommended
to the authors that the handbooks should be pre-
sented in the philosophy and language of those in-
dividuals who use them, but the introduction for
all handbooks should give the same philosophy of
presentation. They should follow provisions of the
Model Law and show options by bracketing (as used
in the Model Law) to avoid omission of material
when adaptations are necessary. The importance of
careful review and revision to conform to particular




Jaws and regulations should be clearly stated. It
also set up principles for editing to assure that defi-
nitions which appear in two or more handbooks are
alike, that instructions for completing identical items
and explanations on the need for collecting informa-
tion are consistent, that general guidelines are uni-
form, and that the minimum essentials for com-
pleting items are included. The Group suggested
inclusion in all of the handbooks of an outline of the
registration system and a general instructions sec-
tion, both to be prepared by the staff of NCHS. It
recommended that the handbooks should be no
larger than 6” x 9”, that they be bound so that they
open to lay flat, and that they be in looseleaf form
to facilitate adding new pages to keep them up to

date.
The NCHS editorial team is charged with careful

review of the handbooks to be sure that all defini-
tions, instructions, explanations, etc., are consistent,
although there may be shifts in emphasis to more
readily meet the needs of the persons for whom
they are written.

To make the handbooks more useful, it was sug-
gested that well-selected examples of certificate
preparation should be incorporated in them and
that these should be full-page examples. This is
particularly important in the medical examiner/cor-
oner handbook. If the use of a standard certificate
results in an oversize page, it should be folded to fit
into the book. It was also suggested that footnotes
should be used for legal references and explanations.
Thus legal references would appear on the same
page as the material to which they apply. Numbers
should be used for medical references which should
be brought together in a bibliography as an appendix
to the handbook.

The Hospital Handbook.—Mors. Shackelford dis-
cussed the structure of the handbook. In giving
instructions, it follows the Model Law as nearly as
possible, and at the same time an attempt was made
to have it general enough to be readily adaptable to
the specific needs of the individual registration areas.
There are some differences in practice even among
areas having the Model Law. The instructions
point out the items most frequently affected by vary-
ing regulations so that in registration areas using the
national version of the handbook hospital personnel
will know when to depend upon local regulations
and procedures:

The handbook contains some of the reasons why
certain items of information appear on the certifi-

cates so that hopsital personnel may have more in-
terest in collecting and properly recording this
information. In the interest of brevity, only those
situations arising most frequently are covered in the
detailed instructions. There will always be unusual
circumstances surrounding an individual birth which
will require a decision from registration officials.

Also included in the handbook are suggested
worksheets for use by the hospitals in gathering per-
sonal information from the informant and medical
information from patient records of the hospital and
the attending physician. Such a practice allows the
certificate to be completed at one place by transcrib-
ing information already entered on worksheets.

In the discussion, there was mention again of the
need for inclusion of a clearly stated definition of at-
tendant in the handbook. It was suggested that the
person signing the certificate should be the senior
person actually present at the event. At the present
time, persons who sign certificates may not have
been present at all.

In general, participants agreed that the hospital
handbook was well prepared.

The Physicians’ Handbook.—Dr. Dauer said the
physicians’ handbook on the certification of births
and deaths should be a concise but adequate guide
containing, for the most part, information and in-
structions that are essential to the proper under-
standing of the procedures that are involved in
medical certification. If it is geared to medical stu-
dents, physicians will not use it; therefore, it may
be desirable to consider having two handbooks—one
to serve as a training tool and the other to serve as
a guide for physicians. Dr. Dauer approached the
task of producing a handbook consistent with the
Model Law but from the point of view of a
physician:

1. The average physician, new or old, has no incli-
nation, and usually no time, to read about the
development of the registration system, how it
is presently organized, how standard certificates
come into being, etc.

2. He is aware that he has a legal obligation to cer-
tify causes of death and that a birth certificate
must be filled out and filed for every infant that
he delivers, but he may resent having the legal
aspects of registration belabored.

3. He is concerned about the confidentiality of the
the medical information that he supplies on
births and deaths and needs reassurance on this
point.
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4. He may be confused by the language used to de-
scribe methods of certification, and he may not
have a clear understanding of the meaning of
some words and phrases that appear in the
medical section of certificates.

The death certificate is more difficult to fill out
than the birth certificate. Medical certification
is the problem for the physician, and it is more
difficult to explain in understandable terms. In
the development of instructions for completing the
medical section of the death certificate, the following
points need emphasis:

1. The meaning of the words and phrases appearing
in parts I and II;

2. The importance of listing accurately and in
proper sequence the immediate, contributory,
and underlying causes of death according to
the physician’s best judgment;

3. The desirability of using standard nomenclature
for the diseases listed in parts I and II;

4. The necessity of knowing when and under what
circumstances the physician should notify or
consult with medical-legal authorities (coroner
or medical examiner) regarding deaths due
to external and undetermined causes; and

5. The role of the physician in the improvement
of cause-of-death statements and mortality
statistics.

Dr. Dauer suggested the following considerations
on the content of the handbook to make it useful
to physicians:

1. There should be a short introduction at the
beginning of the manual followed by general
instructions regarding legibility, use of type-
writers when possible, use of permanent ink,
erasures, and the like. Otherwise, this
material will not be read by the practicing
physician.

2. The main concentration should be on those
items the physician must complete, and this
text should contain concise explanations. All
descriptions and discussions on subjects not
directly related to medical certification should
be placed in appendixes. Where necessary,
references to these appendixes (and where
they may be found) should be made in the
main text. This should apply to the listing
of items for which funeral directors or hospitals
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have the responsibility for providing informa-
tion—e.g., inclusion of age and sex items is
questioned since the physician does not com-
plete these items. Justification for the inclu-
sion of any such material should be based on a
real need—i.e., will it assist the physician in
meeting his obligations?

3. The handbook should satisfy the needs of physi-
cians rather than those of registrars.

4. Physicians should be encouraged to consult with
State and local health officers, registrars, and
other official agencies about certification and
local requirements as a means of improving
registration. Participation in reverse order
by medical officers of health is also highly
desirable.

Participants in the workshops reacted negatively
to the physicians’ handbook, but said they had not
had time to review it thoroughly. There was
general agreement with Dr. Dauer that medical
certification should be the important part of a
handbook for physicians. Several participants
suggested that the handbook be set up in two
parts—one with medical certification and the
second with other necessary information. Several
participants suggested that the various references
to legal and State requirements were confusing.
Since anything that goes into a certificate is there
by State requirement, this language should be
clearedup. There was one suggestion that it would
be difficult to write adequate handbooks for funeral
directors and physicians until the procedure is
turned around. Now the registrar gives the cer-
tificate to the funeral director, and he goes to the
physician for his signature. It would be better if
the registrar gave the certificate to the physician
and he transmitted it to the funeral director.

Several participants suggested that the dilemma
presented by this edition of the handbook would not
be solved until there were two parts or two sections
to the certificate—one for the physician and one for
other persons now responsible for completing the
certificate. There was consensus that the item on

" birth injuries to the child infers negligence on the

part of the physician and that perhaps a term other
than injuries should be used.

The Handbook for Medical Examiners/Goro-
ners—Dr. Petty stated that the handbook is de-
signed to acquaint medical-legal officers—whether
medical examiner or coroner, elected or appointed



to office, physician or nonphysician, experienced or
inexperienced—with the details of death certifica-
tion and to provide aid to them in properly filling
out the death certificate. It should also prove help-
ful to users of data based on death certificates.
These data will be more properly interpreted by a
person who knows something about the background
and the methods for arriving at the underlying
cause of death.

Discussion was limited because participants did
not have time to review the draft. It was suggested
that sufficient well-selected case examples should be
included, since the training of physicians, including
medical examiners and physician-coroners, tends to
make them turn for guidance to specific cases.
There was some feeling that the explanation for the
place of death, which calls for the place where the
body was pronounced dead, should instead require
the actual place of death.

A Manual for Funeral Directors—Mr. Ozier in-
dicated that the manual for funeral directors is not
intended to be the last word on how things should
be done in a particular State, but rather to serve as
a model to be adapted to the code and practices of
any vital statistics area that thought it might be
helpful. It is based on the Model Vital Statistics
Actof 1959. Mr. Ozier'stated that he tried to write
a manual that would serve both as a guide and ref-
erence source on the technical aspects of the funeral
director’s general and statutory duties and as a text-
book for students of mortuary science and funeral
director apprenticesand trainees. He also attempted
to include useful information for persons, such as
physicians, coroners, and medical examiners, who
are interested in or subject to the laws and regula-
tions pertaining to the business and practice of
funeral directing, the transportation and disposition
of dead human bodies, and the preparation, filing,
and amending of certificates of death and fetal
death and the uses of these records for legal and
statistical purposes.

The author said that the manual was crammed
with information because the funeral director has
responsibility for filling out the personal particulars
and geographic items. He noted that trainees, if
not all persons engaged in funeral directing, need
detailed instruction in a manual that they can keep
readily accessible.

The “Instructions for Obtaining and Using Per-
mits,” chapter V, may appear to some to be a bit
lengthy, especially since there is a move in some areas
to do away with the requirements for permits. Mr.

Ozier believes that permits serve a useful purpose.
The chapter is based on procedures followed in Il-
linios for instances in which permits are necessary.

Chapter VI on “Correcting Certificates of Death
or Fetal Death” provides information which will be
useful in many States, as well as in Illinois.

Mzr. Ozier recommended that the registration
areas include a section which explains how funeral
directors may obtain certified copies of certificates
for the families they serve. Although inclusion of
copies of forms increases the size of the manual, he
feels strongly that their omission would detract from
the usefulness of the document.

Discussion of this handbook was limited also be-
cause many participants had not reviewed it thor-
oughly. However, it was suggested that the Funeral
Directors and Embalmers Act should be included as
an appendix. Other comments are to be sent to the
National Center for Health Statistics.

Educational Programs for Implementing Use of
the Certificates

Mr. Green discussed possible educational pro-
grams and other media for publicity which might
be used to promote the revised certificates and the
handbooks both as a national program of the Na-
tional Center for Health Statistics and as an aid to
the States and other registration areas.

At the national level, he suggested a campaign
using 1-minute radio and television announcements
which would be read according to a specified sched-
ule. The content has not been worked out, but the
object would be to involve the general public in the
program, giving information as to why and how the
new certificates should be filled out, etc. There are
some fairly firm ground rules as to the content of
such announcements—e.g., they must be directed to
a broad public group, rather than a limited profes-
sional group, and must be endorsed by the National
Advertising Council. Clearance from the Govern-
ment must be obtained before endorsement from the
National Advertising Council may even be re-
quested. Because of the great number of requests
received, only a limited number of clearances are
granted by the Government. Mr. Green suggested
that three or four announcements be prepared
which would have a tag message to relate them back
to the registration areas, would be tied specifically
to the office of vital statistics, and would indicate
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that this office might be contacted for further in-
formation. The registration areas would have to
be prepared to handle requests for further informa-

tion or service. Mr. Green asked for suggestions
concerning the content of such announcements.

In general, the participants contended that these
announcements would not help them to implement
the new certificates; instead, they would burden
them with a lot of useless work. If the public in
general were informed of the new certificates
through such announcements, State and local offices
would be swamped with letters and telephone calls,
asking whether the old certificates were still valid,
whether people should apply for new certificates to
replace all those the family had, etc. The con-
sensus was that the general public should not be
involved in implementing the new certificates. The
audience to be reached consists of the practicing
physicians, medical schools, medical examiners and
coroners, hospital personnel, funeral directors, and
allied personnel having a role and responsibility for
the proper completion of certificates. Most of the
participants in the workshops have had experience
in implementing the use of new standard certificates
on at least three occasions in the past.

Mr. Green’s second suggestion concerned the
use of popular periodicals, such as the Ladies’
Home Journal, Parents’ Magazine, and the Satur-
day Evening Post, for articles directed to a general
audience. He suggested that the parent of a new
child, knowing of the need for accuracy and the
importance of the information requested, might
help in promoting proper completion of the certifi-
cate if he mentioned this to the physician. Partici-
pants rejected this approach as, in effect, trying to
influence the general public to prod—or even po-
lice—the physicians and other persons with respon-
sibility to produce accurate and complete certifi-
cates. This approach would constitute a hindrance
rather than a help.

Mr. Green also discussed the placement of in-
formative articles in State and local professional and
technical journals. For some of these articles, the
byline of a prominent person might be effective.
The workshop participants granted that State med-
ical and allied professional journals, rather than
national, might prove to be good media for the
right type of articles. They suggested that a gen-
eral article at the national level which describes
the items and their value might be confusing be-
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cause the certificates will vary to some extent across
the country.

There was agreement that articles in State jour-
nals would be effective, but it was suggested that
there is a place for articles at the national level to
introduce the new certificates. These articles might
indicate, for example, that the new live birth and
fetal death certificates include new medical items
which pertain to the field of health, that congenital
malformation items are presently on the birth cer-
tificates of over 40 registration areas, that studies
based on congenital malformation information now
being carried out by the Division of Dental Health
cover 31 areas which means that these areas have
information so complete that they can be included,
etc. Publication of the fact that good data on
congenital malformations are available from many
areas may influence other areas to include this in-
formation on their new certificates. The value of
national articles would depend on their timing. It
was suggested that they are needed now.

In further discussion, participants continued to
express the opinion that articles in State and local
journals would be more beneficial, that they should
be prepared cooperatively by the States and NCHS
or cleared with the States before submission to State
journals, that they should appear before the adop-
tion of the certificates in those States in which it
was felt that this would be helpful, and that they
might be more effective with the byline of State
people. The consensus was that these articles
should be directed to the people who will have a role
in supporting needed legislation and in the proper
completion of the certificates. If such articles
started appearing very soon in the State medical
and other professional journals, it would help to
secure the support of medical and other professional
associations to obtain State legislation to make it
possible to adapt the new certificates. There was
some feeling, however, that alerting the medical pro-
fession might give time to pull together forces neces-
sary to defeat legislation for changing the certifi-
cates. It was generally agreed that this situation
would differ greatly from State to State.

There was agreement that short films directed to
county medical societies, hospitals, medical schools,
etc., would be beneficial. Reference was made to
the success of the film on medical certification for
physicians. A similar film on the live birth certifi-
cate is to be produced by the Public Health Service
audiovisual facility located in Atlanta, Ga. It will
be offered through the PHS on a free loan basis.



Although national articles and the various educa-
tional media suggested would be of some benefit to
some States, there was consensus that more effective
use of money and talent is needed. For example,
it was pointed out that since 98 percent of births oc-
cur in hospitals and the medical librarian and other
hospital personnel have responsibility for entering
most of the information on the birth certificates,
this is the audience to which educational activities
should be directed. Also, in connection with the
birth certificates, the physicians, especially the ob-
stetricians, should be reached through their journals.

While several participants pointed out that, for
the most part, the only writing on the certificate by
the physician is his signature, others expressed the
opinion that most physicians carefully read what
they sign and do feel responsible for it. Conse-
quently, it is important to convey to the physician
that he is affixing his name to a document on which
the personal particulars, as well as the medical in-
formation, are accurate. He should be assured that
he is not alone in the responsibility he takes when he
signs it and that a reliable team is working with
him. It was generally agreed that worksheets
should be developed on which nurses and other per-
sonnel might gather information for transfer to cer-
tificates. It was suggested that eventually the di-
lemma will be solved by having two certificates—
one will be a skeleton medical certificate that the
physician will sign, and the other will contain the
personal items as well as other items which may be

added in the future.

Several participants in the workshop continued to
remind the group that the medical profession’s sup-
port is needed to assure adoption of the new certifi-
cate items.

The group was not receptive to Mr. Green’s
proposal that pharmaceutical and equipment man-
ufacturers be solicited to purchase space in jour-
nals and make it available for the presentation
of information on the new certificates. They
thought this might have the adverse effect of
creating confusion.

Mr. Green next suggested the use of exhibits
and “give-away” leaflets and brochures for pro-
fessional audiences, Before an investment is made
in such materials, NCHS should know if effective
mechanisms exist for their distribution and use.

The consensus was that there would be no problem -

in finding outlets for such materials.
Consideration was given to the leaflet addressed
to the mother entitled “The Most Important
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Document in the Life of Your Baby.” Questions
were raised as to its usefulness and how it might
best be distributed. Participants in the workshop
agreed that the leaflet would be useful and that the
areas would be glad to receive copies of it. Several
States have already developed similar leaflets which
are distributed through hospitals to inform the
mother of the information she should be prepared
to give. The suggestion was made that the leaflet
would be more effective if it were designed so that
the information for the birth certificate on page 4
could be on a separate page which is slipped into
the leaflet. Thus, mothers could retain the re-
mainder of the leaflet for informationa] purposes
after giving the separate page to the nurse, physi-
cian, medical librarian, or other person who tran-
scribes the information to the birth certificate. It
was suggested, also, that it would be helpful if space
were provided for including information about the
office from which a copy of the birth certificate
might be obtained.

Participants suggested that the leaflet should be
given to mothers during the prenatal period through
doctors’ offices and prenatal clinics, as well as on
admission for delivery in hospitals. Supplies of
the leaflet should be sent to the boards of health
for distribution. Further suggestions about the
content and distribution of the leaflet should be
sent to the National Center for Health Statistics.

Mr. Green asked if an exhibit on the certificates
or on any other subject would be useful and of
interest. NCHS might work up a general model
on a subject that could be modified by photographs
and statements appropriate in local situations,
Such modified exhibits might cost about $100.
Some of the participants suggested that such
exhibits might be set up by the State medical
societies; others assured him that they would be
willing to accept any exhibit from the Center if it
were free and if they agreed to what was included
init. Such exhibits should be light, flexible, mobile,
and colorful.

Tt was noted that the National Center for Health
Statistics is planning an article on the history of the
standard certificates to be published in one of its
regular series of reports. The article will go into
considerable detail about the changes in the new
certificates and the reasons for the new items. Itis
expected to be published in about a year.

It was also suggested that training institutes
for local registrars, medical record librarians, physi-
cians, and others concerned in the registration
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process might be an appropriate educational tool to
describe the reasons for and uses of the certificate
items, the advantages of adopting the standard
forms from the registration area viewpoint and for
statistical and research purposes, etc. Financing for
these activities is available to the States from MCH
funds, the AMA, etc.

Participants concluded that the discussion
strengthened the conviction that the registration
areas are in the best position to know what they
need and are able to use. It was suggested that
NCHS would be most helpful if it continued its role
of offering assistance and advice in carrying out the
programs that the areas believe are essential.

Time Schedule, Procedures, and Policies for
Implementing Use of the Revised Certificates
and Handbooks

Preliminary copies of the revised standard certifi-
cates will be provided to the registration areas before
the end of November 1966 to enable them to begin
the planning needed to put them into use as sched-
uled on January 1, 1968. However, it was sug-
gested that preparatory work should start at once
and that those concerned should keep in mind the
schedule for specific activities proposed by Mr.
Franzen in a paper presented before the AAVRPHS
on June 18. Mr. Franzen spells out 15 specific steps
and the approximate timetable for carrying them
out, covering the period July-December 1966—
when the 1968 fiscal year budgets should be pre-
pared to provide for printing, postage, and extra ex-
pense for field work—through April-June 1968
when letters should be written to express gratitude
for cooperation in the transition process and to in-
vite questions and comments about problems in the
use of the new forms. It was requested that copies
of the paper be reprinted and made available
through NGHS.

Several areas have already started implementing
the certificates by working through their MCH and
other staff groups, obstetrical physicians, commit-
tees, and others who reflect the attitude of hospitals,
physicians, funeral directors, and medical examiners
or coroners. In a sense these professional people
are coauthors of what comes out as the standard
certificates and of the material for implementing
them. Through them, the attitudes and problems
will be reflected; thus, by the time the certificates
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are offered to the board of health the groundwork
has been laid and the certificates will have wide pro-
fessional support. In the past, this approach has
been so successful that no opposition is encountered.

The National Center for Health Statistics will not
print certificates for the registration areas; however,
it will provide photographic negatives which can be
used without charge by the areas to print their own
certificates or with minor modifications to suit the
needs of particular areas. These negatives will be
useful unless too many changes are necessary.
NCHS will also assist in providing help to the best
of its ability to make the needed modifications or in
adapting the standard certificates after modifica-
tions have been determined. For example, the live
birth, fetal death, and death certificates are quite
crowded; NCHS will give assistance in spreading
out the items if larger certificates are desired.

The standard certificates contain the minimal
number of items, and the areas are free to add others
if they wish; however, all areas were urged to accept
the standard certificates with as few changes as
possible. Legislation may require some modifica~
tion, but every effort should be made to maintain
uniformity in the interest of the country as a whole
and of the areas themselves. While no definite
promise can be made, the Center will do everything
possible to promote acceptance of the standard cer-
tificates and is willing to consider suggestions for
help to the areas in financing their printing costs.
Implementation of the new certificates rests, of
course, on the shoulders of the areas, but NCHS will
not spare its resources to help them achieve success
in this undertaking.

Initial copies of the revised drafts of the four
handbooks, based on comments and suggestions re-
ceived from conference participants and edited by
the NCHS team, will be made available to the reg-
istration areas by the end of the year. Inquiry will
be made by NCHS to determine whether the areas
want to print their own adaptations of the hand-
books or whether they wish to distribute the models
printed by NCHS and, if so, the quantity of each
required. The Center also has interest in knowing
their plan of distribution and who will receive them.
NCHS will supply the models to those areas which
cannot print their own, but it will not be able to
print revised handbooks for any area. It is esti-
mated that final printed copies will be available in
the spring of 1967.




FUTURE STUDY

The following subjects were suggested for study
during the next biennium:

1. Educational documents.

2. Procedures for numbering certificates, if num-
bered, for record linkage.

3. Evaluation and verification of items on certifi-
cates and in the handbooks as to usage, deletion,
etc.

4. Evaluation of the format of the certificates of
fetal death and death.

DOCUMENTATION

1. “Demographic Implications of the New U.S.
Standard Certificates,” by Dr. Anders S. Lunde
and Dr. Robert D. Grove. Paper prepared
for presentation at the annual meeting of the
Population Association of America, New York,

N.Y., April 29, 1966.

2. Draft copies of the U.S. Standard Certificates
of Live Birth (Jan. 1, 1966), Fetal Death
(Jan. 1, 1966), Death (forms I, II(A), and
II(B), dated Jan. 1, 1966, Jan. 1, 1966, and
Dec. 21, 1965, respectively) and first drafts
of the printing format for the U.S. Standard
Certificates of Live Birth, Fetal Death, Death
(for physician, medical examiner, or coroner),
Marriage, and Absolute Divorce or Annulment.

3. Draft of throwaway leaflet “The Most Im-
portant Document in the Life of Your Baby,”
PHCRS Doc. No. 602.8.

4. Registration of Births and Fetal Deaths—A
Hospital Handbook. Second draft, March
18, 1966.

5. Medical Certification of Births, Deaths, and
Fetal Deaths—A Handbook for Physicians.
Draft, May 1966.

6. Medical Certification of Medicolegal Cases of
Births, Deaths, and Fetal Deaths—A Handbook
for the Medical Examiner/Coroner. Second
draft, May 1, 1966.

7. A Manual for Funeral Directors on the Regis-
tration of Deaths and Fetal Deaths. Second
draft, February 1, 1966.
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Population Surveys and

Health Research

FIRST SESSION—USES OF DATA FROM INTERVIEW SURVEYS

The uses of data from interview surveys and the
elements that are essential to the success of surveys
were considered by the Workshop on Population
Surveys and Health Research. The first session,
presided over by Dr. Jacob Feldman, School of Pub-
lic Health, Harvard University, was devoted to the
potential uses of survey data produced at the city,
State, and national levels, based on experiences in
New York City, the State of Kentucky, and in the
National Health Interview Survey.

The City Government

Dr. Carl L. Erhardt, associate director of the
Office of Research, New York City Health Depart-
ment, and Mrs. Anne Cugliani, director of the New
York City Population Health Survey, described their
experiences in conducting the survey. The kinds of
information collected in the New York City survey
are quite similar to the basic items included in the
health interview survey. However, the national
survey does not have sufficient flexibility and popu-
lation detail to describe the local scene completely.
On the other hand, the local survey, to be worth-
while, must be geared to community needs and
programs.

In addition to providing basic information for
the health survey, population data are useful to
other city agencies, such as the city planning board,
the local labor department, and the mayor’s office.
Moreover, this byproduct of the survey data pro-
duces financial support by other agencies and can
serve to link the work of public, private, and Fed-
eral agencies within the area.

Data produced by the New York health survey
have been particularly useful in the estimation of
h